Digitized  by  the  Internet  Archive 

in  2010  with  funding  from 

The  Law  Foundation  of  Ontario  &  the  Ontario  Council  of  University  Libraries 


http://www.archive.org/details/reportroyahealing01onta 


Co** 


-■70 ft 2/      - 


V.   1 


Liovernnieiii 
Publications 


a 


ONTARIO 


COMMITTEE  ON  THE 
HEALING  ARTS 


REPORT  1970 


ONTARIO 


COMMITTEE  ON  THE 
HEALING  ARTS 


VOLUME  1 


Printed  and  published  by 

the  Queen's  Printer 

Toronto  1970 


ONTARIO 


To  His  Honour 

The  Honourable  W.  Ross  Macdonald,  P.C.,  CD.,  Q.C.,  LL.D. 

Lieutenant  Governor  of  Ontario. 

May  it  please  Your  Honour 

We,  the  members  of  the  Committee  on  the  Healing  Arts  have  the  honour  to 
submit  the  accompanying  Report. 

In  accordance  with  our  terms  of  reference  outlined  by  Order  in  Council 
OC-3038/66,  we  have  inquired  into  and  report  upon  matters  relating  to  the 
education  and  regulation  relevant  to  the  practice  of  the  healing  arts;  and,  have 
made  recommendations  for  your  information  and  consideration. 


u^.^> 


I.  R.  Dowie 
Chairman 


Horace  Krever 


M.  C.  Urquhart 


February  20,  1970, 
Toronto. 


ONTARIO 

Executive  Council  Office 

OC-3038/66 

Copy  of  an  Order  in  Council  approved  by  His  Honour  the  Lieutenant  Governor, 
dated  the  14th  day  of  July,  A.D.  1966. 

Upon  the  recommendation  of  the  Honourable  the  Prime  Minister,  the  Com- 
mittee of  Council  advise  that  pursuant  to  the  provisions  of  The  Public  Inquiries 
Act,  R.S.O.  1960,  Chapter  323,  and  effective  from  May  9,  1966,  a  commission 
be  issued  appointing  and  designating 

Ian  R.  Dowie  Toronto 

Professor  Horace  Krever  Toronto,  and 

Professor  M.  C.  Urquhart        Kingston 

as  the  Committee  on  the  Healing  Arts,  and  naming  the  said  Ian  R.  Dowie  as 
chairman  thereof, 

(1)  to  enquire  into  and  report  upon  all  matters  relating  to  the  education  and 
regulation  relevant  to  the  practice  of  the  healing  arts,  and,  without  limiting 
the  generality  of  the  foregoing,  specifically  the  following: 

(a)  All  or  any  matters  relating  to  entrance  requirements,  education,  instruc- 
tion and  training  for  the  practice  of  any  or  all  the  healing  arts  in  the 
Province  of  Ontario; 

(b)  The  constitution,  powers,  duties  and  regulation  of  any  educational,  licens- 
ing or  disciplinary  body  corporate  or  unincorporate  having  any  relation 
to  the  healing  arts,  the  exercise  of  the  said  powers,  duties  and  regulations 
and  the  method  of  raising  and  expending  revenues  attendant  thereupon; 

(c)  The  situation,  legal  or  otherwise,  of  all  such  bodies  in  regard  to  each 
other,  the  province,  and  the  public; 

(d)  The  establishment,  creation,  control  and  regulation  of  any  new  body 
required  to  have  relation  to  the  healing  arts; 

(e)  Appropriate  methods  for  the  supervision,  control  and  regulation  and 
discipline  of  all  those  practising  or  professing  to  practise  any  of  the 
healing  arts; 

vii 


(f)  The  existing  or  possible  methods  of  examining,  licensing  or  otherwise 
authorizing  the  carrying  on  by  individuals  of  the  practice  of  any  methods 
having  any  relation  to  the  healing  arts  and  the  standards  prescribed  and 
followed  or  proper  to  be  established  and  followed; 

(g)  The  merit  of  the  services  and  practice  of  all  the  disciplines  associated 
with  the  healing  arts; 

(h)  The  present  position  and  merit  of  the  services,  duties  and  responsibilities 
of  those  operating  or  engaged  in  providing  services  through  independent 
biological  or  diagnostic  laboratories; 

(i)  Those  who  offer  to  the  public  the  claim  of  diagnosis  or  therapy  through 
the  use  of  mechanical,  electrical,  or  other  types  of  machines  and  the 
relative  value  of  such  machines  in  diagnosis  and  treatment; 

(j)  The  existing  laws  of  Ontario  in  relation  to  any  of  the  foregoing  and  their 
practical  operation;  and 

(k)  Any  matter  arising  out  of  the  foregoing  which  it  is  necessary  to  investigate 
with  a  view  to  the  above  enquiries;  and 

(2)  after  due  study  and  consideration  to  make  to  the  Prime  Minister  and 
Executive  Council  of  Ontario  such  recommendations,  in  accordance  with  the 
objectives  above  set  out,  as  the  Committee  may  deem  desirable  in  the  public 
interest. 

The  Committee  further  advise  that  the  Committee  shall  also  be  empowered 

(i)  to  consult  any  person,  organization  or  association  and  to  receive  their  views 
and  proposals  regarding  any  of  the  matters  specified,  and 

(ii)  to  receive  deputations,  briefs  and  representations  in  respect  of  any  of  the 
matters  specified. 

And  the  Committee  further  advise  that  pursuant  to  the  said  Act  the  said 
commissioners  shall  have  the  power  of  summoning  any  person  and  requiring  him 
to  give  evidence  on  oath  and  to  produce  such  documents  and  things  as  the  com- 
missioners deem  requisite  for  the  full  investigation  of  the  matters  into  which  they 
are  appointed  to  examine; 

And  the  Committee  further  advise  that  all  Government  departments,  boards, 
agencies  and  committees  shall  assist,  to  the  fullest  extent,  the  said  Committee  on 
the  Healing  Arts  which,  in  order  to  carry  out  its  duties  and  functions,  shall  have 
the  power  and  authority  to  engage  such  counsel,  staff  and  technical  advisers  as 
it  deems  proper. 

Certified, 

J.  J.  Young 

Clerk,  Executive  Council 
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PREFACE 


The  Committee  on  the  Healing  Arts  was  established  by  an  Order  in  Council 
dated  July  14,  1966,  under  the  provisions  of  the  Public  Inquiries  Act  and  named 
to  the  Committee  were  Ian  R.  Dowie,  Toronto,  Chairman;  Horace  Krever, 
Toronto  (now  of  London,  Ontario);  and  M.  C.  Urquhart,  Kingston.  The  Terms 
of  Reference  of  the  Committee  were  set  out  in  the  Order  in  Council  and  they 
are  reproduced  on  page  vii. 

In  announcing  the  appointment  of  the  Committee  in  the  Legislature  on  June 
29th,  1966,  the  Prime  Minister  described  the  Terms  of  Reference  as  "far  reaching 
in  their  scope"  saying  "the  legislation  governing  the  various  healing  arts  associa- 
tions has  not  been  under  searching  scrutiny  by  any  outside  body  for  a  long  time 
and  in  some  cases  not  at  all.  Because  of  the  expanding  numbers  of  these  associa- 
tions and  their  diverse  interests  coupled  with  the  greater  involvement  of  govern- 
ment in  health  matters,  it  is  deemed  essential  to  establish  this  Committee  at  this 
time  to  conduct  a  searching  and  objective  study". 

So  broad  was  the  scope  that  we  found  it  difficult  to  limit  the  area  of  our 
studies  and  to  decide  in  what  depth  they  should  be  made.  In  this  we  were  guided 
by  a  consideration  of  the  limitations  which  must  obviously  apply  to  the  judgment 
in  highly  technical  matters  of  a  committee  of  laymen.  Accordingly  in  our  search 
we  did  not  endeavour  to  probe  into  matters  the  evaluation  of  which  we  felt 
would  require  a  technical  competence  which  we  did  not  possess.  We  assumed 
that  technical  evaluations  had  not  been  intended  and  this  governed  our  thinking 
in  the  design  of  our  research  studies  and  in  the  selection  of  personnel  to  under- 
take them. 

In  the  collection  of  the  basic  data  regarding  the  individual  disciplines  ques- 
tionnaires were  used  and  the  names  of  the  organizations  and  institutions  which 
completed  these  questionnaires  are  listed  in  Appendix  V.  At  the  same  time,  most 
of  these  organizations  and  some  of  the  institutions  were  invited  to  make  further 
submissions  to  us  in  the  form  of  briefs  or  at  hearings  and,  in  advertisements, 
the  same  invitation  was  extended  to  the  general  public.  Briefs  were  received  from 
101  organizations  and  individuals  listed  in  Appendix  III,  and  136  hearings  were 
held  on  fifty-eight  days  of  sitting.  Verbatim  transcripts  running  to  9,018  pages 
were  kept  of  all  hearings  and  interested  parties  could  obtain  copies  of  these  from 
the  reporting  service.  Almost  all  the  hearings  were  held  in  Toronto  where  the 
headquarters  of  most  of  the  organizations  are  located,  but  hearings  were  held  also 


in  Ottawa  where  a  number  of  organizations  and  individuals  could  take  advantage 
of  them  and  in  Sault  Ste.  Marie  where  the  members  of  the  Committee  wished  to 
inspect  an  institution. 

In  addition  to  the  hearings  the  Committee  as  a  whole,  or  individual  members 
of  the  Committee,  held  many  meetings  with  individuals  and  representatives  of 
organizations  from  whom  we  felt  we  could  obtain  advice  or  useful  information. 
A  list  of  such  meetings  is  to  be  found  in  Appendix  IV. 

We  were  interested  to  find  that  there  existed  a  tremendous  volume  of  relatively 
current  literature,  and  to  learn  that  in  one  or  two  other  countries,  particularly  the 
United  States  and  the  United  Kingdom,  various  commissions  or  committees  were 
at  work  on  studies  similar  to  ours  in  subject  and  scope.  The  conclusion  of  some 
of  these  studies  and  the  publication  of  their  reports  during  the  period  that  we 
have  been  at  work  have  been  very  helpful  to  us,  and  the  great  professional  and 
public  interest  in  health  care  services  evidenced  by  these  commissions  has  during 
the  same  period  produced  a  wealth  of  information  and  opinion  in  the  various 
professional  publications  and  in  many  new  books. 

Unfortunately,  not  too  many  of  these  dealt  with  Canadian  problems  in 
particular,  but  we  soon  discovered  that  the  problems  in  other  countries,  again 
particularly  the  United  States  and  the  United  Kingdom,  resembled  the  problems 
which  we  were  directed  to  study  sufficiently  closely  to  make  discussion  of  them 
very  helpful  to  us. 

Outstanding  in  the  Canadian  literature  in  its  usefulness  to  us  was,  of  course, 
the  Report  of  the  Royal  Commission  on  Health  Services,  the  "Hall  Commission", 
and  the  work  done  by  that  Commission  and  its  research  staff  saved  this  Committee 
an  enormous  amount  of  work  and  great  expense. 

To  assist  in  its  deliberations,  the  Committee  commissioned  a  number  of 
research  studies  on  particular  disciplines  or  institutions.  Of  these  there  were  some 
twelve  in  number  designed  to  supplement  the  information  which  we  expected  to 
receive  from  questionnaires,  briefs,  hearings  and  the  literature.  While  not  all  of 
the  reports  of  these  research  projects  have  been  published,  all  made  significant 
contributions  to  the  Committee's  deliberations  and  to  the  preparation  of  this 
Report.  A  list  of  those  projects  which  have  been  published  as  appended  volumes 
may  be  found  in  Appendix  II. 

Another  publication  that  was  of  great  interest  and  some  assistance  to  us  was 
the  report  published  in  1918  of  a  Royal  Commission  established  in  1915  to 
enquire  into  "Medical  Education  in  Ontario".  In  the  introduction  to  his  report 
the  Commissioner,  the  Honourable  Mr.  Justice  Hodgins,  set  out  the  Terms  of 
Reference  which  were  not  dissimilar  to  those  established  for  the  present  Com- 
mittee and  which  stated  that  the  term  "medicine"  was  to  embrace  all  "sciences, 
plans  and  methods  or  systems  with  or  without  the  use  of  drugs  or  appliances  and 
whether  now  deemed  to  be  included  therein  or  not,  or  diagnosed,  prescribing  for, 
preventing,  alleviating,  treating  or  curing  human  disorders,  illnesses,  diseases, 
ailments,  pains,  wounds,  suffering,  injury  or  deformity  affecting  the  human  body 
or  any  part  thereof,  or  its  physical  condition  or  believed  or  imagined  so  to  do, 


including  midwifery,  and  any  treatment  prescribed  or  advised  whether  administered 
to,  operated  upon,  or  followed  by  the  patient  himself,  intended  or  professing 
immediately  or  ultimately  to  benefit  the  patient".  Thus  the  Hodgins  Commission 
was  in  fact  a  report  on  what  is  now  referred  to  as  the  healing  arts. 

Conditions  and  circumstances  have  changed  so  much  since  1918  that  we  have 
refrained  in  this  Report  from  any  discussion  of  how  our  findings  or  recommen- 
dations compare  with  those  of  Mr.  Justice  Hodgins;  such  comparisons  would  be 
of  academic  interest  only,  and  much  space  and  time  would  be  consumed  in 
describing  the  changes  that  have  taken  place  in  the  half  century  intervening 
between  the  two  Reports.  To  the  best  of  our  knowledge,  no  other  study  of 
education  and  regulation  in  the  healing  arts  in  Ontario  was  undertaken  during 
that  period,  although  one  was  planned  in  1948  and  a  Commissioner  appointed 
to  undertake  it.  The  Commissioner  died  before  the  work  was  commenced  and  no 
new  appointment  was  made. 

We  express  our  appreciation  to  the  people  named  in  Appendix  I  who  have 
served  on  our  staff  during  the  period  that  the  Committee  has  been  at  work.  We 
express  our  appreciation  especially  to  Mary  Collins,  our  Executive  Secretary, 
and  to  Professor  J.  T.  McLeod,  our  Research  and  Editorial  Director,  for  their 
devoted  and  energetic  contributions  throughout  the  work  of  the  Committee.  An 
acknowledgement  of  the  loyal  contributions  of  Catriona  Anderson,  Sally  Howell 
and  Ruth  Taylor  of  our  secretarial  staff  must  also  be  recorded.  Our  Counsel, 
Julian  Porter,  rendered  an  invaluable  service  to  the  Committee  as  well.  We  are 
also  indebted  to  the  many  organizations  and  individuals  who,  by  their  appearance 
before  us  or  in  other  consultations,  or  their  cooperation  in  the  completing  of 
questionnaires,  made  it  possible  for  us  to  collect  the  very  considerable  volume  of 
information  which  has  gone  into  the  preparation  of  this  Report. 


XI 


CONTENTS  OF  THE  REPORT 


VOLUME  1 

Chapter 

1 

Introduction 

Chapter 

2 

Recommendations 

Chapter 

3 

History  of  Health  Legislation 

Chapter 

4 

The  Institutional  Structure  of  Health  Services 

Chapter 

5 

The  Economic  Structure  of  the  Health  Sector 

Chapter 

6 

Health  Care  Resources 

VOLUME  2 

Chapter 

7 

Hospitals 

Chapter 

8 

Physicians 

Chapter 

9 

Dentists  and  Dental  Care  Personnel 

Chapter 

10 

Nursing 

Chapter 

11 

Pharmacy 

Chapter 

12 

Optometrists,  Ophthalmic  Assistants  and  Ophthalmic  Dispensers 

Chapter 

13 

Mental  Health  Personnel 

Chapter 

14 

Medical  and  Psychiatric  Social  Work 

Chapter 

15 

Chiropody 

Chapter 

16 

Health  Therapists 

Chapter 

17 

Dietitians  and  Medical  Record  Personnel 

Chapter 

18 

Health  Technologists 

Chapter 

19 

Medical  Laboratories,  X-Ray  Laboratories  and  Clinical  Chemists 

Chapter 

20 

Osteopaths 

Chapter 

21 

Chiropractors 

Chapter 

22 

Naturopaths  and  Natural  Hygienists 

Chapter 

23 

Sectarian  Healers  and  Hypnotherapy 

VOLUME  3 

Chapter 

24 

The  Administrative  and  Policy-making  Structure 

Chapter 

25 

Regulation  of  the  Healing  Arts 

Chapter 

26 

Education  of  Practitioners 

Chapter 

27 

The  Role  of  Hospitals  in  the  Provision  of  Health  Care 

Chapter 

28 

Patterns  of  Mental  Health  Care 

Chapter 

29 

Some  Patterns  of  Medical  Practice:  Group  Practice  and  Health 
Centres 

Chapter 

30 

The  General  Physician 

Appendices 

Index 

xin 


TABLE  OF  CONTENTS 

Letter  of  Transmittal v 

Order  in  Council vii 

Preface   ix 

Contents  of  the  Report xiii 

Chapter  1:  Introduction 1 

Scope  of  the  Study  3 

Special  Characteristics  of  Health  Services  6 

Ends  and  Means  8 

Design  of  the  Report  13 

Chapter  2:  Recommendations 15 

Physicians    15 

Dentists  and  Dental  Care  Personnel  18 

Nursing    22 

Pharmacy  27 

Optometrists,  Ophthalmic  Assistants  and  Ophthalmic 

Dispensers   29 

Mental  Health  Personnel  32 

Medical  and  Psychiatric  Social  Work  35 

Chiropody    35 

Health  Therapists    36 

Dietitians  and  Medical  Record  Personnel  42 

Health  Technologists  42 

Medical  Laboratories,  X-ray  Laboratories  and  Clinical 

Chemists    45 

xv 


Osteopaths  45 

Chiropractors     46 

Naturopaths  and  Natural  Hygienists  47 

Sectarian  Healers  and  Hypnotherapy 47 

The  Administrative  and  Policy-making  Structure  48 

Regulation  of  the  Healing  Arts 50 

The  Role  of  Hospitals  in  the  Provision  of  Health  Care  53 

Patterns  of  Mental  Health  Care  54 

Some  Patterns  of  Medical  Practice:  Group  Practice  and 

Health  Centres   54 

The  General  Physician  55 

Chapter  3:  History  of  Health  Legislation 56 

Health  Legislation  to  1914  56 

Legislation  Affecting  Private  Practitioners  57 

Public  Health   64 

Hospitals    66 

Health  Legislation  since  1914  70 

The  Private  Practitioners  70 

Public  Health  83 

Hospitals    85 

Conclusion  89 

Chapter  4 :  The  Institutional  Structure  of  Health  Services  91 

The  Government  Sector 91 

Federal  Government  92 

Provincial  Government  94 

Local  Government  105 

Voluntary  Associations  and  Regulatory  Bodies  105 

Hospitals    106 

Special  Interest  Groups  107 

Individual  Influences  107 

The  Locus  of  Power  107 

xvi 


Figures 

4.1     Organization  —  Ontario  Department  of  Health  98 

Tables 

4.1     Legislation,  Department  of  Health  95 

Chapter  5 :  The  Economic  Structure  of  the  Health  Sector  109 

The  Economic  Problem  and  the  Economic  Structure  109 

The  Overall  Structure  of  the  Economy  Ill 

The  Private  or  Market  Economy  and  the  Price  System  .   .  Ill 

The  Role  of  Non-Market  Institutions  and  Non-Market 

Private  Activities  113 

Government  Effects  on  the  Private  Economy  114 

The  Public  Economy  115 

The  Economic  Structure  of  the  Health  Sector  117 

The  Hospital  Subsector  120 

The  Direct  Medical  Care  Subsector  123 

The  Non-medical  Subsector  126 

The  Education  and  Research  Subsector  127 

The  Overall  Health  Care  Structure  128 

Advances  in  Medical  Science  and  the  Economic  Structure  129 

The  Supply  of  Manpower  and  Health  Care  Facilities  and 

the  Concept  of  Shortage  133 

Coordination  and  the  Efficiency  of  Resource  Allocation  in 

the  Health  Sector 137 

Some  Implications  for  Policy  ...  142 

Chapter  6:  Health  Care  Resources  144 

Outline  144 

Dimensions  of  the  Health  Care  Sector  145 

Health  Care  Expenditures  145 

Health  Care  Labour  Force  in  Ontario  146 

Overall  Inventory  of  the  Health  Care  Sector  147 

xvii 


The  Relative  Size  of  the  Subsectors  of  the  Health  Care 

Sector  148 

Overall  Inventory  of  Skilled  Health  Care  Manpower,  1968  ...  148 

Overall  Inventory  of  Hospital  Facilities 151 

Geographic  Distribution  of  Health  Care  Resources  154 

Selected  Detailed  Data  on  Health  Care  Manpower 156 

Physicians    156 

Nursing  Personnel  162 

Dentists  and  Other  Dental  Personnel 1 69 

Pharmacists    178 

Tables 

6.1  Expenditures  on  Health  Care  in  Canada,  1965 145 

6.2  Labour  Force  Engaged  in  the  Provision  of  Health  Services,  Ontario, 
1961   146 

6.3  Numbers  of  Skilled  Health  Workers,  Ontario,  Various  Years 149 

6.4  Number  of  Hospitals  and  Beds,  by  Type  of  Hospital,  Ontario,  1968    .   151 

6.5  Numbers  and  Percentages  Employed  and  Group: Population  Ratio  of 
Various  Health  Occupations  in  Ontario,  by  Size  of  Community,  1961    .   154 

6.6  Physicians  Licensed  and  Resident  in  Ontario,  1921  to  1968,  and  the 
Physician :  Population  Ratio  156 

6.7  Total  Number  of  Graduates  from  Ontario  Medical  Schools  by  Years, 
1962-1963  to  1967-1968 157 

6.8  Number  of  Physicians  Added  to  the  Register  in  Ontario,  by  Province 

or  Country  of  Origin  of  Medical  Degree,  1930-1968 158 

6.9  Internes  and  Residents,  Ontario,  1961-1968,  by  Region  where  Medical 
Degree  Was  Obtained  159 

6.10  Certified  Specialists  of  the  Royal  College  of  Physicians  and  Surgeons, 
by  Specialty  and  Number  of  Specialists,  and  Population  per  Specialist 
Ratio,  Ontario,  1961  and  1966 160 

6.1  1    Percentage  of  Medical  Time  Devoted  to  Patient  Care,  Administration, 

Teaching,  Research  and  Other  Activities,  Ontario,  1968 161 

6.12  Number  of  Nurses  on  the  Register,  Ontario,  1930-1968 162 

6.13  Number  of  Full-time  and  Part-time  Registered  Nurses,  Ontario,  by 
Place  of  Residence  and  Employment  Status,  1966-1967 162 

xviii 


6.14  Number  of  Nursing  Students  and  Graduates  in  Ontario,  1960-1968 163 

6.15  Number  of  Foreign  Nursing  Graduates  Newly  Registered  in  Canada 
and  Ontario,  1964-1967  164 

6.16  Number  of  Full-time  Faculty  Nurses  in  University  and  Diploma  Pro- 
grams of  Nursing  by  Highest  Academic  Degree,  1965-1968 165 

6.17  Number  of  Professional  Nurses,  Registered  and  Employed  in  Ontario, 

by  Field  of  Employment  and  Employment  Status,  1967 166 

6.18  Nursing  Personnel  in  Ontario  Hospitals,  by  Type  of  Hospital  and 
Position  Held,  1966,  1968 167 

6.19  Number  of  Nursing  Assistants,  Registered  in  Ontario,  1960-1968 168 

6.20  Numbers  Admitted  and  Numbers  Graduated  in  Provincially  Approved 
Programs  for  Nursing  Assistants,  Ontario,  1963-1967 168 

6.21  Full-time  Nurse  Faculty  Members  in  Provincially  Approved  Programs 
for  Nursing  Assistants  in  Ontario,  by  Highest  Academic  Degree, 
November  1967  169 

6.22  Number  of  Registered  Nursing  Assistants  Employed  in  Nursing,  by 
Field  of  Employment  and  Employment  Status,  Ontario,  1967 170 

6.23  Nurse  Training  Facilities  in  Reporting  Mental  Hospitals  and  Psychiatric 
Units,  1962-1966  171 

6.24  Number  of  Dentists  and  Population  per  Dentist,  Ontario,  1911-1968 ....   172 

6.25  Population  per  Dentist  and  Dentists  per  10,000  Population,  Provincial 
and  International  Comparisons,  1967 173 

6.26  Changes  in  the  Number  of  Dentists  Registered  in  Ontario,  1955-1969 ....   174 

6.27  Numbers  Graduated  from  the  University  of  Toronto  School  of  Dentistry, 
1947-1969    175 

6.28  Ontario  Dentists  Limiting  their  Activities  to  Specialties,  by  Specialty, 
1955-1968    176 

6.29  Percentage  of  Dentists  Employing  Full-time  and  Part-time  Auxiliary 
Personnel,  by  Type  of  Personnel,  Ontario,  1963,  1967 177 

6.30  Number  of  Dental  Hygienists  and  Dental  Hygienist:Dentist  Ratio  in 
Ontario,  1960-1969  177 

6.3 1  Number  of  Dental  Laboratory  Establishments  and  Number  of  Employees 
and  Owners,  Ontario,  1962-1966 178 

6.32  Pharmacists  Registered  in  the  Ontario  College  of  Pharmacy,  Population 

of  Canada,  and  Population  per  Pharmacist,  1955-1968 178 

6.33  International  Comparisons  of  Population: Pharmacist  Ratios,  1966, 
1967  179 

xix 


6.34  Pharmacy  Graduates  from  the  University  of  Toronto  and  Other  Juris- 
dictions Added  to  the  Register  in  Ontario,  1956-1968 179 

6.35  Enrolment  and  Graduates,  University  of  Toronto,  Faculty  of  Pharmacy, 
1947  to  1968  180 

6.36  Registered  Pharmacists  by  Level  of  Education  and  Sex,  by  Residence 
and  by  Employment  Status  within  the  Pharmacy,  Ontario,  November 

30,  1968 181 

6.37  Number  of  Retail  Pharmacies,  Population  and  Pharmacy:Population 
Ratio,  Ontario,  1955,  1965  and  1068 182 

6.38  Number  of  Practising  Optometrists  and  Population  per  Optometrist, 
Ontario,  1941-1968  182 

6.39  Graduates  from  the  Ontario  College  of  Optometry,  1952-1968 183 

6.40  Laboratory  and  Radiology  Technologists  Employed  in  Public  General 
Hospitals,  Ontario,  1960-1968  184 

6.41  Number  of  Laboratory  Technologists  Enrolled  and  Graduating  from 
Formal  Training  Programs  in  Ontario  Public  General  Hospitals, 
1960-1968    184 

6.42  Number  of  Radiological  Technicians  Enrolled  and  Graduating  from 
Formal  Training  Programs  in  Ontario  Public  General  Hospitals, 
1960-1968    185 

6.43  Number  of  Registered  Chiropractors,  Osteopaths  and  Podiatrists 
Resident  in  Ontario,  1950  to  1969 186 

6.44  Number  of  Undergraduates  and  Graduates  Enrolled  at  the  Canadian 
Memorial  Chiropractic  College  and  Number  of  Graduates,  by  Year  and 

by  Sex,  1962-1963  to  1967-1968 186 

6.45  Registered  Physiotherapists,  Ontario,  1958-1969 187 

6.46  Number  of  Physiotherapists  and  Occupational  Therapists  in  Public 
General  and  Allied  Special  Hospitals,  Ontario,  1960  to  1968 188 

6.47  Full-time  Enrolment  in  Physiotherapy  and  Occupational  Therapy, 
Ontario  Universities,  1961-1968  188 

6.48  Medical  Record  Librarians,  Enrolment,  Graduation  and  Employment 
Statistics,  Ontario,  1960-1968  189 

6.49  Bed  Capacity  of  Hospitals,  Ontario,  1932-1968 192 

6.50  Personnel  in  Ontario  Hospitals,  1938-1967 193 

6.51  Measures  of  Hospital  Utilization,  Ontario,  1932-1967,  Public  General 
and  Allied  Special  Hospitals 194 

xx 


6.52  Bed  Capacity  of  Hospitals,  Ontario,  1969 195 

6.53  Full-time  and  Part-time  Personnel  of  Public  General,  Special,  Mental 
and  Tuberculosis  Hospitals,  Ontario,  1967-1968 196 

6.54  Number  of  Health  Personnel  Enrolled  and  Graduated  from  the  Ontario 
Colleges  of  Applied  Arts  and  Technology,  Length  of  Program,  and 
Cooperating  Educational  Faculties,  by  Course  and  College,  1968-1969 
and  Projected  for  1969-1970  200 


\\i 


Chapter  1    Introduction 


Our  subject  is  the  health  professions  and  healing  groups  in  Ontario,  and  particularly 
the  educational  and  regulatory  arrangements  made  in  relation  to  the  fifty  or  more 
disciplines  which  comprise  "the  healing  arts". 

Although  we  examined  the  various  disciplines  individually  and  in  detail,  we 
have  also  attempted  to  formulate  recommendations  in  terms  of  the  health  care 
needs  of  the  citizens  of  this  province,  the  need  for  integrated  patterns  of  health 
care,  and  the  most  appropriate  system  of  combining  scarce  skills  and  facilities  to 
provide  optimum  levels  of  health  care.  We  have,  of  course,  attempted  to  determine 
what  would  be  "best"  for  physicians,  dentists,  nurses,  and  other  practitioners; 
however,  our  overriding  concern  has  been  to  point  the  way  towards  what  may  be 
"best"  for  patients  and  for  the  public  interest.  In  short,  we  have  regarded  the 
health  system  and  the  various  healing  disciplines  as  part  of  a  sophisticated  industry, 
not  as  separate  fragments. 

Similarly,  in  stressing  educational  and  regulatory  arrangements,  we  have  looked 
at  these  two  matters  not  in  isolation  from  each  other,  but  as  integral  parts  of  the 
development  and  practice  of  the  healing  disciplines  involved  in  the  health  care  of 
Ontario's  residents.  It  is  apparent  that  both  education  and  regulation  are  important 
factors  in  shaping  the  quality  of  services,  the  organizational  patterns  through  which 
services  are  delivered,  and  the  relations  between  the  health  disciplines  and  public 
authorities.  In  large  measure  the  educational  and  regulatory  arrangements  determine 
the  merits  of  the  services  ultimately  provided  to  the  public. 

Our  subject  comprises  an  important  area  of  public  policy  which  has  been 
relatively  neglected  in  Ontario  in  recent  decades.  It  is  more  than  fifty  years  since 
the  presentation,  in  1918,  of  the  Honourable  Mr.  Justice  Hodgins'  Report  on 
Medical  Education  in  Ontario.  Since  that  time,  the  problems  with  which  we  deal 
have  not  been  the  subject  of  any  major  formal  public  inquiry  in  this  province. 

However,  the  intervening  decades  have  witnessed  innumerable  and  sweeping 
changes  in  the  health  care  system  both  in  Ontario  and  throughout  the  western 
world.  During  these  decades  there  has  been  a  great  expansion  in  the  total  quantity 
of  resources  devoted  by  the  community  to  health  care,  in  the  numbers  of  health 
personnel,  and  in  the  numbers  of  types  of  categories  of  such  personnel.  New 
disciplines  and  new  categories  of  non-medical  health  personnel  have  emerged  in 
increasing  numbers.  There  has  been  a  corresponding  increase  in  the  numbers  of 
medical  specialists  and  medical  specialties.  At  the  same  time,  dramatic  advances 
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have  occurred  in  medical  knowledge  and  technology,  including  the  "drug  revolu- 
tion" and  the  development  of  "miracle"  drugs,  and  more  sophisticated  chemo- 
therapy; advances  in  the  understanding  and  treatment  of  mental  illness;  the 
development  of  spectacular  new  techniques  in  surgery;  great  improvements  in 
diagnostic  and  investigational  services,  utilizing  new  knowledge  in  clinical  pathology 
and  diagnostic  radiology;  reduction  in  infant  and  maternal  mortality  rates  through 
developments  in  paediatrics  and  obstetrics;  and  the  growth  of  geriatrics  as  a 
branch  of  general  medicine.  These  developments,  and  others,  undoubtedly  have 
raised  the  general  level  of  health  for  the  bulk  of  the  population,  but  they  have 
also  created  new  problems,  such  as  those  related  to  the  survival  of  and  care  for 
an  increasing  number  of  physically  and  mentally  handicapped  children,  and  the 
rehabilitation  and  welfare  of  the  elderly. 

Changes  in  health  technology  have  required  substantial  changes  in  the  manner 
in  which  services  are  provided.  The  most  important  innovation  in  the  "delivery 
system"  during  recent  decades  is  the  increasingly  widespread  use  of  hospital 
facilities  as  principal  centres  of  patient  care;  this  change  has  been  associated  with 
increased  use  of  emergency  and  outpatient  hospital  facilities,  and  more  extensive 
use  of  non-medical  hospital  personnel.  Both  inside  and  outside  the  hospital,  new 
patterns  of  health  care  are  emerging  and  will  continue  to  evolve  as  more  effective 
means  of  organizing  and  coordinating  health  care  are  developed. 

These  changes  have  by  no  means  occurred  in  a  social  vacuum.  During  the  past 
five  decades  there  have  been  important  changes  in  the  population,  as  well  as  in 
the  attitudes  of  the  community  towards  health  care.  The  size  of  the  population 
has  increased  rapidly;  our  citizens  now  enjoy  a  higher  standard  of  living  and 
higher  levels  of  educational  attainment  than  ever  before;  economic  and  social  factors 
have  accelerated  the  trend  towards  urbanization,  and  urbanization  in  turn  has 
created  new  health  care  needs  associated  with  such  problems  as  industrial  and 
automobile  accidents. 

The  attitudes  of  the  community  towards  health  care  also  have  been  transformed 
in  recent  years.  The  technological  advances  in  health  sciences,  together  with  the 
great  expansion  in  personal  as  well  as  public  health  care,  have  accustomed  patients 
to  higher  levels  of  service  than  ever  before.  Now  patients  are  not  only  more 
affluent  and  better  educated,  but  they  are  also  more  sophisticated;  their  expectations 
and  demands  for  health  care  have  risen  and  continue  to  rise. 

In  response  to  these  new  circumstances  the  health  care  system  has  been  adapted 
in  many  ways.  However,  changes  in  the  general  health  care  system,  including 
public  arrangements  for  the  education  and  regulation  of  practitioners,  have  tended 
to  be  ad  hoc  and  piecemeal;  this  is  particularly  true  of  adaptations  in  the  regulatory 
and  licensing  apparatus  of  the  senior  health  professions,  where  very  little  funda- 
mental change  has  taken  place  during  the  past  fifty  years.  Therefore  it  should 
occasion  no  great  surprise  that  this  Committee  has  found  it  necessary  to  reassess 
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the  entire  health  care  system  in  the  light  of  contemporary  needs,  and  has  recom- 
mended substantial  alterations  in  the  relations  among  the  various  health  disciplines 
and  in  the  relations  between  the  government  and  the  health  care  sector. 

The  recent  extension  of  publicly  financed  health  insurance  plans  has  both 
reflected  and  quickened  the  interest  of  the  community  in  problems  of  health  care, 
and  it  has  further  highlighted  the  need  for  adaptation  and  reform  of  certain  aspects 
of  the  health  care  system.  Presumably  it  was  no  accident  that  this  Committee  was 
created  to  conduct  its  inquiries  so  shortly  after  the  publication  of  the  Report  of  the 
Royal  Commission  on  Health  Services  (the  Hall  Report).  While  we  pursued  many 
lines  of  inquiry  which  were  not  the  subject  of  detailed  examination  or  recom- 
mendations by  the  Hall  Commission,  and  while  we  comment  upon  certain  problems 
which  it  also  discussed,  our  Report  is  intended  to  be  read  as  complementary  to 
the  Hall  Report. 

Scope  of  the  Study 

In  view  of  the  vastness  and  complexity  of  our  subject,  it  may  be  as  important  to 
state  what  we  did  not  attempt  as  what  we  did  attempt  to  do.  We  did  not  attempt 
to  replicate  for  Ontario  what  the  Royal  Commission  on  Health  Services  did  for 
Canada.  The  Hall  Commission  performed  a  remarkable  service.  It  reported  upon 
existing  facilities  and  the  future  needs  for  health  services  in  Canada,  and  the 
resources  required  to  provide  such  services;  and  it  recommended  measures  designed 
to  assure  that  the  best  possible  health  care  be  available  to  all  Canadians.  Thus  the 
Hall  Report  considered  the  aggregate  level  of  health  services  which  it  believed 
should  be  available  within  the  Canadian  economy,  and  the  minimum  level  of  health 
services  that  should  be  accessible  to  every  individual.  Mr.  Justice  Hall  and  his 
colleagues  studied  manpower  requirements,  hospital  requirements,  and  the  most 
appropriate  means  of  financing  health  services  —  that  is  to  say,  the  insurance 
problem.  Their  leading  recommendations  were  focused  on  medicare  and  the  feasi- 
bility, organization  and  financing  of  public  health  insurance. 

The  Committee  on  the  Healing  Arts  not  only  had  different  terms  of  reference, 
but  also  thought  it  undesirable  to  duplicate  or  merely  update  for  Ontario  the  studies 
and  the  recommendations  produced  by  the  Royal  Commission  on  Health  Services. 
Therefore,  we  did  not  undertake  special  studies  or  quantified  projections  of  man- 
power requirements.  We  did  not  focus  our  attention  on  manpower  scarcities  or 
"shortages",  except  in  those  few  cases  of  the  disciplines  —  including  medicine, 
dentistry  and  pharmacy  —  where  manpower  shortages  are  most  apparent;  in 
such  cases  we  do  make  specific  recommendations  for  expanding  manpower  and 
augmenting  educational  facilities,  even  though  the  question  of  shortages  has  not 
been  our  major  concern.  Nor  did  we  undertake  extensive  studies  of  the  geographical 
distribution  of  manpower  and  health  services  within  Ontario,  or  any  special  study 
of  public  health  facilities,  since  our  terms  of  reference  did  not  charge  us  with 
these  responsibilities. 
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We  did  not  commission  a  special  study  of  hospitals,  but  several  of  our  research 
studies,  including  those  pertaining  to  medical  organization,  nursing,  paramedical 
personnel,  and  mental  health,  as  well  as  many  of  our  hearings,  provided  substantial 
information  on  this  subject.  We  recognize  the  centrality  of  the  hospital  to  the 
health  system  and  the  growing  portion  of  health  expenditures  devoted  to  hospitals. 
We  have  attempted  to  examine  some  of  the  complicated  hospital  mechanisms 
relating  directly  to  education  and  regulation,  to  analyze  the  roles  of  various  healing 
groups  in  the  hospital  setting,  and  to  make  certain  limited  recommendations  relating 
to  hospitals.  But  we  make  no  claims  to  particular  expertise  in  this  unusually 
complex  institutional  area,  and  on  the  whole,  we  limited  our  inquiry  to  matters 
directly  affecting  the  practice  of  the  various  disciplines  found  within  the  hospital. 

Similarly,  we  have  not  made  special  studies  of  the  financial  administration  of 
present  health  services  rendered  in  Ontario  by  government,  or  future  cost  projec- 
tions of  such  services  although,  as  our  terms  of  reference  required,  we  have 
commented  upon  the  financing  of  various  regulatory  agencies.  Furthermore,  this 
Committee  has  not  attempted  to  make  projections  of  what  specific  proportions  of 
total  provincial  resources  "ought"  to  be  devoted  in  the  future  to  health  rather 
than  to  alternative  public  uses. 

It  is  apparent  that  the  community  places  a  high  priority,  as  we  do,  on  assuring 
that  the  quantity  and  quality  of  health  services  available  to  our  citizens  is  adequate 
to  meet  social  needs.  The  needs  and  problems  of  the  health  care  system  undoubtedly 
will  remain  subjects  of  controversy  during  the  next  decade  and  will  receive 
increasing  public  attention  and  scrutiny.  We  are  persuaded  that  substantial  and 
probably  increasing  quantities  of  public  resources  will  have  to  be  devoted  to  the 
health  sector  in  the  future.  The  financial  requirements  for  health  facilities,  educa- 
tion and  research  are  almost  certain  to  grow  and  to  make  heavy  demands  on  the 
public  treasury.  It  is  important  that  these  needs  be  met  insofar  as  may  be  feasible. 
We  recognize,  however,  that  the  determination  of  the  total  quantity  of  resources 
devoted  to  this  sector  of  the  economy  ultimately  must  be  a  political  decision 
based  upon  social  choices  made  by  the  community  through  its  political  representa- 
tives. Our  findings  and  proposals  are  intended  to  spark  public  discussion  and 
suggest  specific  directions  and  general  guidelines  for  public  action,  but  not  to 
be  a  substitute  for  continuous  scrutiny  of  the  health  field  by  the  community  or 
for  continuous  research. 

In  this  connection  it  is  necessary  for  the  reader  to  bear  in  mind  that  no 
member  of  this  Committee  or  its  staff  is  a  professional  health  practitioner.  We 
have  attempted  to  reflect  a  broad  perception  of  the  public  interest  rather  than 
any  narrow  or  specialized  interest.  As  laymen  we  are  conscious  of  our  limited 
ability  to  deal  with  some  of  the  technicalities  of  particular  healing  practices  or  to 
make  absolute  pronouncements  upon  the  merits  of  certain  practices,  let  alone  the 
length  or  content  of  various  educational  curricula  in  the  healing  disciplines.  Where 
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we  have  felt  that  we  could  make  informed  judgments  and  suggestions,  we  have 
not  hesitated  to  do  so;  where  we  have  found  that  our  technical  information  was 
inadequate,  caution  and  circumspection  have  guided  our  deliberations. 

While  we  are  aware  of  the  important  contributions  already  made  by  the  Royal 
Commission  on  Health  Services,  we  have  kept  in  mind  what  the  Hall  Report 
and  other  studies  have  not  done.  Because  of  its  preoccupation  with  aggregate 
quantitative  data  and  with  the  problem  of  insurance,  the  Hall  Commission  under- 
standably devoted  much  less  attention  to  matters  of  education,  regulation  and  the 
organization  of  health  care  services  than  to  subjects  of  its  prime  interest.  It  seems 
fair  to  suggest  that  the  Hall  Commission  was  concerned  largely  with  assessing  the 
total  supply  of  health  services  in  relation  to  anticipated  increases  in  demand  through 
the  spread  of  public  health  insurance  programs.  We  have  assumed,  and  taken  as 
"given",  the  existence  of  some  form  of  universal  public  health  insurance. 

But  the  Hall  Commission  also  tended  to  take  as  "given",  or  to  devote  less 
attention  to,  certain  matters  which  have  occupied  our  attention.  The  Hall  Com- 
mission tended  to  make  certain  assumptions  concerning  such  matters  as  the 
unaltered  existence  of  professional  self-government  and  fee-for-service  patterns  of 
remuneration.  It  did  not  place  particular  emphasis  upon  the  balance  or  imbalance 
between  various  levels  of  specialized  health  practitioners  and  the  allocation  or 
reallocation  of  roles  between  various  types  of  healing  personnel.  The  Hall  Com- 
mission did  not  stress  the  problems  of  efficiency  within  the  health  care  system  — 
that  is,  efficiency  in  terms  of  obtaining  the  optimal  social  utility  from  given,  limited 
resources  available  for  health  care,  or  maximum  outputs  from  given  inputs.  Nor 
did  the  Hall  Report  attempt  to  pursue  in  any  great  detail  questions  relating  to 
obtaining  the  "best"  or  optimal  allocation  and  integration  of  the  various  health 
resources  after  medicare,  and  in  the  absence  of  free  markets  or  a  free  price 
system  which  might  serve  to  ration  and  coordinate  services  in  the  health  industry. 

These  are  the  matters  with  which  the  Committee  on  the  Healing  Arts  is 
principally  concerned.  These  are  the  matters  which  in  our  view  present  the  most 
serious  challenges  to  the  health  system  in  the  1970's.  Together  with  matters  which 
are  explicitly  related  to  educational  and  regulatory  arrangements,  this  Committee 
has  been  concerned  mainly  with  the  structure  of  the  health  industry,  the  efficiency 
and  coordination  of  health  services  to  assure  maximum  health  care  outputs  from 
the  resources  inputs,  and  the  steps  which  should  be  taken  to  ensure  a  sound  and 
integrated  health  industry. 

The  size  and  complexity  of  our  subject  have  made  it  necessary  for  us  to  place 
limitations  on  the  interpretation  of  our  terms  of  reference.  Repeatedly  we  have 
been  struck  by  the  lack  of  firm  statistical  data  relating  to  many  basic  aspects  of 
health  care.  Frequently  we  discovered  that  professional  groups  appearing  before 
us  made  statements  and  allegations  which  could  not  be  substantiated  by  factual 
evidence.  Moreover,  there  are  few,  if  any,  scientific  indices  available  for  precise 
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measurement  of  the  productivity  or  efficiency  of  the  health  system.  Still  less  are 
there  agreed  means  of  measuring  total  social  costs  and  social  benefits  of  particular 
programs,  or  means  of  controlling,  let  alone  reducing,  costs  in  the  health  industry. 
Professional  practitioners  and  technical  "experts"  usually  fail  to  agree  on  the  most 
appropriate  means  of  studying,  not  to  say  solving,  the  problems  with  which  we 
have  grappled.  Necessarily,  a  certain  rough  and  ready  commonsense  and  a  due 
regard  for  the  present  art  of  the  possible  have  had  to  inform  and  limit  the 
scope  of  our  inquiry. 

Special  Characteristics  of  Health  Services 

In  contrast  to  other  aspects  of  society,  there  are  many  ways  in  which  the 
problems  of  the  health  care  system  are  unusual,  if  not  unique.  Some  of  these 
considerations  may  be  readily  apparent;  but  since  they  have  shaped  our  deliber- 
ations and  to  some  extent  influenced  our  general  approach  to  the  subject,  they 
must  be  made  specific. 

At  some  points  in  their  lives  all  individuals  will  require  health  care,  but 
health  services  may  differ  from  other  kinds  of  services  in  the  random  way  in 
which  acute  illness  strikes  individuals  and  families.  Health  care  is  essential  to  all 
individuals  and  to  the  entire  community.  The  physical,  mental  and  financial 
hazards  of  illness  are  recognized  as  being  so  burdensome  to  individuals  afflicted 
with  them  that  society  has  demonstrated  that  what  it  wants  is  insurance.  The 
widespread  public  insistence  upon  the  insurance  principle  has  been  demonstrated 
first  through  the  creation  of  private  and,  later,  public  hospital  insurance  schemes; 
then  through  private  health  insurance  plans;  and  more  recently  through  the  estab- 
lishment of  public  health  insurance  programs.  It  is  impressive  how  rapidly  and 
widely  health  insurance  has  been  established  in  response  to  consumer  demand. 

It  is  also  essential  to  realize  that  in  dealing  with  such  a  specialized  service  as 
health  care,  it  is  extremely  difficult  for  individual  patients  or  consumers  to  make 
knowledgeable  and  informed  judgments  on  the  quality  of  the  care  received. 
Patients  cannot  normally  pre-test  the  types  of  care  available;  patients  cannot 
judge  adequately  the  quality  of  services  provided  or  be  aware  of  all  the  alternative 
services  available  and  their  relative  merits.  In  situations  of  acute  illness  or  emer- 
gency, the  patient  will  be  glad  to  accept  the  service  most  readily  obtainable,  and 
in  some  cases  only  a  limited  range  of  services  may  be  available.  Thus  it  is  difficult 
at  best  for  the  consumer  to  make  rational  decisions,  and  "consumer  sovereignty", 
in  the  accustomed  sense  of  the  term,  does  not  prevail  in  the  health  field. 

Therefore,  the  problem  of  how  to  assure  high  standards  of  service  becomes 
particularly  significant.  Quality  control  must  be  ensured  and  the  vulnerable  con- 
sumer protected.  For  this  reason  the  state  must  take  steps  to  guarantee  to  its 
citizens  minimum  standards  of  quality  in  health  services. 
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Traditionally  the  state  has  delegated  the  function  of  guaranteeing  quality  to 
professional  and  other  bodies.  Government  delegates  regulatory  and  disciplinary 
functions  concerning  practitioners  to  colleges,  such  as  the  College  of  Physicians 
and  Surgeons  of  Ontario.  Licensing  bodies,  at  the  same  time,  enjoy  a  very  large 
measure  of  autonomy  in  the  creation  and  maintenance  of  standards  for  those 
permitted  to  practise.  The  independent  self-regulatory  and  licensing  arrangements, 
delegated  by  the  public  to  the  professions,  give  the  professions  very  considerable 
power  as  well  as  responsibility. 

Because  of  the  obligations  conferred  upon  them  by  the  state,  licensing  bodies 
also  have  great  power  to  protect  the  consumer  through  control  of  the  quality  of 
service  rendered  by  practitioners.  Colleges  maintain  standards  of  quality  of  practice 
through  regulatory  and  disciplinary  procedures,  and  only  those  practitioners  who 
meet  minimum  standards  are  licensed  to  practise;  failure  to  meet  the  set  standards 
of  practice  can  result  in  the  withdrawal  of  the  licence. 

It  is  apparent  that  the  power  to  control  professional  standards  is  a  major 
factor  in  the  creation  of  professional  pride.  Practitioners  attach  great  importance 
to,  and  obtain  great  satisfaction  from,  their  ability  to  meet  the  high  and  demanding 
standards  of  their  professions,  and  they  realize  that  any  departures  from  those 
standards  will  involve  rigorous  disciplinary  procedures  by  their  peers.  Thus  pro- 
fessional independence  and  professional  pride  are  extremely  significant,  not  only  to 
practitioners  themselves,  but  also  to  the  public  in  guaranteeing  high  standards  of 
quality  of  care  received. 

This  Committee  is  fully  cognizant  of  the  importance  of  professional  integrity 
both  to  practitioners  and  to  the  public,  but  we  remember  also  that  the  delegation 
of  responsibilities  by  the  state  to  the  professional  licensing  bodies  confers  on  those 
bodies  a  monopolistic  power.  Like  other  monopolistic  concentrations  in  a  society, 
this  power  may  not  always  be  exercised  in  the  public  interest.  Such  delegations  of 
power  by  the  state  are  intended,  not  just  primarily  but  exclusively,  to  be  used  in 
a  manner  which  will  promote  and  maintain  high  qualitative  standards  of  practice; 
the  sole  justification  for  such  delegation  of  power  is  the  protection  of  the  public. 
Even  when  used  with  great  care  and  discretion,  monopolistic  powers  are  always 
dangerous  and  require  constant  public  scrutiny. 

There  are  at  least  two  further  characteristics  of  the  health  system  which  must 
be  mentioned:  one  is  the  absence  of  a  free  economic  market  to  coordinate  the 
system,  and  the  other  is  the  existence  of  significant  "information  gaps". 

Many  factors  influence  the  economic  allocation  of  resources  in  the  health  field 
and  determine  the  prices  and  quantities  of  services  available.  In  many  industries 
the  allocation  of  resources  and  the  price  structure  are  determined  largely  by  the 
interplay  of  the  forces  of  supply  and  demand,  and  thus  a  relatively  free  market 
will  determine  more  or  less  "automatically"  the  availability  of  goods  or  services 
in  those  industries.  Health,  on  the  other  hand,  has  been  a  sector  of  the  twentieth 
century  economy  in  which  the  market  or  price  system  has  been  only  a  limited 
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mechanism  of  coordination.  Limitations  of  consumer  knowledge,  educational  and 
licensing  limitations  on  entry  into  the  health  disciplines,  the  setting  or  administer- 
ing of  prices  for  many  services  by  professional  bodies,  and  the  substantial  degree 
of  government  participation  and  regulation  in  the  provision  of  health  facilities  and 
services  have  all  combined  to  create  a  system  in  which  the  market  does  not  provide 
any  normal  or  "natural"  means  of  allocating  and  coordinating  health  services. 
The  nature  of  the  health  system  has  not  recently,  in  any  event,  been  shaped 
primarily  by  market  forces. 

Moreover,  individual  consumers  are  by  no  means  the  only  parts  of  society 
lacking  in  sufficient  information  upon  which  to  make  rational  judgments  con- 
cerning health  matters.  The  significant  gap  in  knowledge  of  technical  matters 
extends  not  only  to  individual  patients,  but  also  to  public  authorities;  in  essence, 
this  is  why  government  traditionally  has  delegated  regulatory  and  disciplinary 
functions  to  professional  colleges.  Often  there  is  also  an  information  gap  in  relation 
to  the  technology  of  health  care.  We  have  mentioned  the  striking  increases  in  human 
knowledge  concerning  health  procedures  which  have  occurred  during  the  past 
fifty  years,  but  in  certain  areas  there  has  been  a  lag  in  the  application  of  new 
knowledge.  In  health,  as  in  many  other  fields,  there  may  be  institutional  and 
traditional  restraints  on  the  application  of  new  technology,  and  considerable  periods 
of  time  are  often  permitted  to  elapse  between  the  discovery  of  a  new  technique 
and  its  widespread  application. 

Awareness  of  these  characteristics  of  the  health  system  has  influenced  our 
deliberations,  and  many  of  these  characteristics  are  sufficiently  important  that  we 
will  allude  to  them  in  connection  with  the  discussion  of  various  recommendations 
scattered  throughout  our  Report. 

Ends  and  Means 

We  have  assumed  that  the  overriding  goal  or  objective  of  the  health  system  should 
be  the  health  and  well-being  of  the  whole  community  and  the  welfare  of  its 
members.  That  statement  may  be  less  platitudinous  than  it  first  appears.  We  have 
found  that  the  interests  of  patients  and  the  public  do  not  always  take  clear  pre- 
cedence over  the  somewhat  narrower  interests  of  the  professions,  practitioners  and 
administrators.  We  have  found  too  that  the  health  system  sometimes  tends  to  be 
oriented  somewhat  negatively  towards  illness  and  curative  procedures,  rather  than 
positively  towards  states  of  health  and  an  emphasis  on  preventive  measures.  The 
object  of  the  system  should  be  positive  and  consumer  oriented:  to  promote  and 
maintain  physical  and  mental  health  in  the  widest  sense  throughout  the  community. 
A  comprehensive  care  system  must  include  measures  for  prevention,  diagnosis, 
cure,  rehabilitation,  and  long-term  care,  as  well  as  appropriate  educational 
arrangements  for  both  practitioners  and  the  general  public  in  matters  of  health. 

This  Committee  endorses  the  "Health  Charter  For  Canadians"  enunciated  by 
the  Royal  Commission  on  Health  Services.  We  agree  that  health  is  a  "right"  and 
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that  health  services  must  be  available  and  accessible  to  all  citizens  regardless  of 
their  geographic  location,  income  or  other  social  circumstances. 

However,  to  affirm  that  health  is  a  "right"  is  excessively  simplistic.  No  rights 
are  absolute,  and  no  rights  are  static.  Rights  may  be  in  conflict  with  other  rights, 
and  all  rights  are  based  upon  a  broad  social  consensus;  that  consensus,  in  turn, 
is  constantly  changing.  The  attitudes  of  society  towards  what  is  necessary,  desir- 
able or  "adequate"  shifts  from  year  to  year  and  from  decade  to  decade  as  changes 
occur  in  incomes,  technology,  tastes  and  expectations,  and  social  values.  Our 
desire  is  to  see  that  public  needs  are  met  fully  in  the  long  run  through  action 
based  upon  a  scale  of  socially  determined  priorities,  and  that  the  most  urgent 
public  requirements  for  health  services  in  the  short  run  are  met  through  efficiency 
in  the  utilization  of  available  resources.  Hence,  our  primary  concern  is  with  the 
organization  and  structure  of  the  health  industry  required  to  meet  social  needs. 

Although  our  statement  of  the  general  end  or  goal  of  the  health  system  will 
occasion  little  or  no  controversy,  it  is  much  more  difficult  to  perceive  and  obtain 
agreement  upon  the  best  means  or  methods  of  achieving  that  goal.  Our  search 
for  such  means  has  caused  us  to  evolve  certain  general  principles  which  we  believe 
must  characterize  a  sound  and  socially  acceptable  health  system.  In  the  absence  of 
precise  guidelines  or  absolute  standards  for  the  measurement  of  the  "adequacy" 
of  the  health  care  system,  we  have  developed  our  own  bench  marks  and  rule-of- 
thumb  criteria  according  to  which  we  have  made  our  assessments.  These  criteria, 
which  we  acknowledge  to  be  imperfect  and  approximate,  include  the  following 
concepts:  maintenance  of  quality  of  services,  accessibility  of  health  care,  coordin- 
ation of  services,  flexibility,  economy,  and  complementarity  of  services;  and  a 
maximum  degree  of  freedom  of  choice  consistent  with  public  safety. 

The  point  must  be  emphasized  that  protection  of  patients  and  the  public 
requires  maintenance  of  measures  for  quality  control.  The  existence  of  significant 
information  gaps  between  the  public  and  the  professions,  makes  it  necessary  for 
government  to  ensure  that  there  are  satisfactory  means  of  guaranteeing  the  quality 
of  service  which  the  public  receives.  We  believe  that  licensing  or  certification 
procedures  for  health  practitioners  must  be  continued.  But  we  believe  also  that 
the  public  must  have  a  more  direct  voice  in  the  formulation  of  general  regulatory 
policy,  and  to  that  end  we  will  recommend  certain  modifications  in  regulatory  and 
licensing  procedures.  We  recognize  that  in  assuring  the  public  of  the  competence 
of  health  practitioners,  as  ultimately  government  authorities  must,  there  will 
necessarily  be  trade-offs  of  quantity  versus  quality.  It  is  not  appropriate  to  think 
only  in  terms  of  what  is  "best"  or  the  highest  quality  of  services  technically 
possible;  to  provide  the  "best"  for  every  citizen  at  all  times  in  all  places  is  beyond 
the  capability  of  the  community's  limited  resources.  This  consideration  makes  it 
all  the  more  apparent  that  the  public  must  play  a  more  direct  role  in  the  deter- 
mination of  what  may  be  considered  adequate  standards  or  quality  of  services. 

Considerations  of  quality  are  primary,  but  the  general  goal  of  health  cannot 
be  achieved  unless  attention  is  devoted  also  to  considerations  of  quantity  and 
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accessibility  of  health  services.  Through  the  recent  and  rapid  growth  of  expendi- 
ture on  health  and  the  extension  of  public  health  insurance  schemes,  the  com- 
munity has  indicated  its  will  concerning  the  provision  of  adequate  levels  of  health 
services.  The  public  must  be  assured  that  there  will  be  relatively  easy  access  to 
health  services.  If  all  citizens  are  to  have  access  to  health  care,  there  must  be 
assurance  that  an  adequate  manpower  supply  of  health  practitioners  will  be  avail- 
able to  meet  public  needs.  While  quantification  of  manpower  supply  needs  was 
more  a  concern  of  the  Hall  Report  than  of  this  Committee,  we  are  sensitive  to 
the  needs  for  manpower  planning  and  we  recommend  procedures  for  continuous 
review  of  policy-making  and  health  resources  planning. 

In  assessing  the  health  care  requirements  of  the  community  and  the  various 
healing  professions  and  disciplines  which  have  come  under  our  review,  one  of  the 
matters  which  has  impressed  us  is  the  dispersion  and  compartmentalization  of 
services.  Coordination  and  integration  of  services,  we  believe,  is  one  of  the  most 
urgent  requirements  of  the  existing  system.  We  have  been  struck  by  the  need  to 
facilitate  increased  cooperation  between  various  healing  professions  and  disciplines, 
to  diminish  misunderstanding  and  conflicts  between  various  healing  groups,  and 
to  prevent  domination  of  health  administration  and  health  care  by  any  single 
group  or  profession. 

In  the  absence  of  automatic  mechanisms  to  bring  about  coordination  of 
services,  we  believe  that  increased  government  participation  and  planning  are 
essential.  Some  degree  of  government  regulation  of  the  health  industry  has  always 
been  present  in  Ontario.  In  recent  years  it  has  become  apparent  that  both  govern- 
ment and  the  people  have  exhibited  changing  attitudes  towards  what  level  of 
public  intervention  may  be  necessary  and  appropriate  in  the  health  field.  Increas- 
ingly the  public  takes  for  granted  some  degree  of  government  control  over  essential 
services  and  demands  that  government  play  an  important  role  in  determining  the 
levels  of  service  available  where  basic  community  needs  are  involved.  This  Com- 
mittee has  concluded  that  increased  government  participation  in  determining 
levels  of  service  and  in  coordinating  the  health  system  is  both  necessary  and 
desirable.  Our  approach  to  the  problems  of  health  is  predicated  upon  the  necessity 
of  leadership  and  planning  by  government  to  achieve  integrated  and  compre- 
hensive community  health  care. 

The  Committee  does  not  base  its  advocacy  of  increased  government  planning 
on  any  dogmatic  or  ideological  considerations.  Our  reasoning  is  pragmatic  and 
based  upon  real  and  present  needs.  In  our  judgment,  planning  should  be  viewed 
neither  as  an  intimidating  device  for  state  regimentation  nor  as  a  quick,  simple 
panacea  for  the  solution  of  complex  problems;  it  need  not  involve  regimentation. 
The  process  is  always  difficult,  but  we  regard  planning  as  a  legitimate  and  neces- 
sary tool  of  modern  industry  and  modern  government.  We  regard  planning 
merely  as  the  application  of  human  rationality  and  the  techniques  of  social  science 
to  the  solution  of  community  problems.  The  essence  of  planning  in  our  view  is  the 
identification  of  problems,  the  systematic  collection  of  data  through  research  on 
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which  to  base  reasoning  concerning  those  problems,  the  careful  consideration  of 
a  range  of  alternative  solutions,  and  rational  community  choice  of  the  most 
appropriate  solution.  The  implementation  of  the  solution  that  follows  from  careful 
planning  must  be  carried  out  by  responsible  public  agencies  acting  in  close 
cooperation  both  with  the  private  interests  concerned  and  with  representatives  of 
the  general  public. 

We  emphasize  that  our  advocacy  of  planning  implies  no  desire  to  create  rigid 
mechanisms  for  political  control  of  the  health  professions  and  disciplines  or  any 
monolithic  bureaucratic  structure.  Healing  practitioners  must  be  assured  that  the 
essentials  of  professional  integrity  are  maintained  and  that  bureaucratic  domination 
will  be  avoided.  With  this  is  mind,  our  recommendations  concerning  administration 
and  planning  have  been  formulated  to  incorporate  safeguards  against  excessive 
control  of  practitioners  by  any  private  or  public  agency,  means  of  assuring  repre- 
sentation of  the  interests  of  the  healing  professions  and  disciplines,  and  measures 
to  decentralize  public  arrangements  for  health  administration.  In  general  our 
purpose  is  to  propose  methods  of  overcoming  the  existing  lack  of  coordination 
among  the  various  professions  and  services,  and  to  regard  all  aspects  of  the  health 
industry  —  including  educational,  regulatory,  and  governmental  bodies  —  as  parts 
of  an  integrated  and  coordinated  system  designed  to  meet  the  needs  of  the 
community.  It  is  our  desire  to  keep  the  interests  of  patients  and  the  public  para- 
mount, while  at  the  same  time  recognizing  the  importance  of  participation  in 
decision-making  by  professional  practitioners  whose  traditions  and  independence 
are  important  aspects  of  the  overall  system.  A  due  regard  for  the  benefits  of 
institutional  pluralism  have  guided  our  deliberations. 

If  the  goal  of  health  is  to  be  achieved,  the  system  must  include  important 
elements  of  flexibility.  Any  sound  administrative  arrangements  for  health  care 
must  encourage  a  high  degree  of  innovative  pluralism  and  enable  all  parts  of  the 
system  to  be  responsive  to  the  rapid  changes  in  modern  technology'  and  the  shifting 
needs  and  demands  of  the  public.  Accelerated  rates  of  change  in  the  health  field 
underline  the  necessity  for  flexibility  and  experimentation  in  modes  of  providing 
health  care  so  that  the  community  may  reap  the  full  benefits  of  an  adaptable  and 
responsive  structure  of  health  services.  Society  is  entitled  to  the  rapid  application 
of  new  discoveries  and  techniques,  insofar  as  may  be  consistent  with  safety,  and 
the  minimization  of  time  lags  in  the  application  of  new  scientific  knowledge.  We 
attach  great  significance  to  the  encouragement  of  innovation  through  experiments, 
research,  comparative  studies,  and  the  provision  by  government  of  incentives, 
including  financial  incentives,  to  facilitate  change. 

In  a  world  of  almost  infinite  human  desires  and  only  limited  resources  avail- 
able to  meet  alternative  needs,  economy  and  efficiency  are  essential  to  the  health 
care  system.  If  social  needs  are  to  be  met,  scarce  resources  must  be  employed  in 
a  manner  which  will  ensure  the  greatest  effective  utilization  of  existing  skills  and 
facilities.  The  growing  pressures  of  public  demands  for  health  services  make  it 
imperative  that  there  be  no  major  economic  wastage  or  underutilization  of  skills. 
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Thus  the  Committee  has  designed  many  of  its  recommendations  to  attempt  to 
ensure  that  excessive  quantities  of  resources  are  not  devoted  to  marginal  uses  and 
that  optimal  utilization  be  made  of  existing  facilities  and  skills,  particularly  in 
relation  to  the  skills  of  various  paramedical  or  allied  health  personnel. 

Optimal  utilization  of  such  personnel  cannot  be  achieved,  however,  unless 
there  emerges  a  coordinated  health  care  system  based  upon  a  recognition  of  the 
complementarity  of  the  various  disciplines.  Having  noted  the  existence  of  num- 
erous interdisciplinary  conflicts  and  tensions,  we  have  attempted  to  formulate 
recommendations  which  we  believe  may  clarify  the  roles  of  various  healing  groups 
and  promote  not  only  optimal  utilization  of  skills,  but  also  increased  cooperation 
and  complementarity  between  the  component  groups  of  the  healing  arts. 

No  discussion  of  the  criteria  or  general  principles  of  a  sound  health  care 
system  would  be  complete  without  emphasis  on  the  concept  of  freedom.  In  the 
course  of  our  deliberations  and  in  the  formulation  of  our  recommendations,  we 
have  always  been  mindful  that  members  of  a  democratic  society  must  take  great 
pains  to  safeguard  individual  liberty  and  maximize  human  freedom  within  the 
necessary  restraints  of  public  safety.  We  believe  that  patients,  practitioners  and 
society  at  large  all  place  a  high  value  on  freedom  of  choice.  We  stress  our  desire 
that,  insofar  as  may  be  consistent  with  public  safety,  patients  must  be  free  to 
resort  to  the  practitioner  of  their  choice,  and  that  practitioners  must  also  be  free 
to  accept  only  those  patients  for  whom  they  are  prepared  to  assume  voluntary 
responsibility.  However,  even  in  a  democratic  society,  no  rights  are  absolute  and 
individual  liberty  must  sometimes  be  qualified  in  the  public  interest. 

In  assessing  the  merits  of  the  practice  of  some  of  the  groups  holding  them- 
selves out  as  providers  of  health  care,  one  of  the  most  difficult  problems  is  that 
of  maintaining  a  proper  balance  between  the  right  of  an  individual  freely  to  resort 
to  a  "healer"  in  whom  he  may  have  confidence,  and  the  interest  of  society  in 
preventing  harm  to  its  members  by  their  resort  to  practitioners  whose  discipline 
objectively  has  little  or  no  merit. 

As  we  have  pointed  out  in  Chapter  23,  the  problem  is  not  difficult  in  the  case 
of  the  treatment  of  those  members  of  society  who,  by  reason  of  immaturity  or 
other  legal  disability  such  as  mental  incompetence,  are  unable  rationally  to  per- 
ceive their  own  best  interests.  By  definition  these  members  of  society  are  incom- 
petent to  exercise  the  judgment  that  is  implicit  in  the  concept  of  free  choice,  and 
in  our  view  the  state  is  completely  justified  in  prefering  measures  that  ensure 
safety  over  measures  that  relate  to  freedom  of  choice.  We  do  not  think  that  it  is 
an  unacceptable  infringement  of  parents'  freedom  to  require  that  they  resort 
to  modes  of  therapy  considered  conventional  or  orthodox  by  society  for  those 
persons  under  legal  disability  for  whom  they  are  responsible.  Generally  we  believe 
that  in  a  free  society  the  preference  must  be  given  to  freedom  of  choice  as  opposed 
to  a  paternalistic  concern  by  the  state  for  the  safety  and  well-being  of  its  subjects. 
But  the  formulation  of  this  principle  is  easier  to  express  than  to  apply. 


Design  of  the  Report      13 

Inherent  in  the  practice  of  any  healing  discipline  is  a  risk  of  injury  to  the 
patient,  even  at  the  hands  of  the  most  sophisticated  practitioner  when  acting 
competently.  We  have  no  doubt  that  the  risks  of  harm  inherent  in  the  practice  of 
some  disciplines  are  greater  than  those  inherent  in  others,  and  the  degree  of 
variation  might  well  depend  on  the  extent  to  which  the  discipline  rests  on  a  sound 
theoretical  basis.  The  fact  that  a  particular  discipline  may  not  have  such  a  basis, 
and  that  accordingly  it  contains  within  it  a  greater  potential  for  harm  is  not, 
however,  in  our  view,  a  sufficient  justification  for  proscribing  it.  For  example, 
some  of  the  disciplines  we  have  studied  rest  upon  theoretical  bases  which  we  are 
satisfied  are  invalid,  and  moreover  are  disciplines  in  respect  of  which  there  is 
some  evidence  of  resulting  harm  and  perhaps  even  death.  Yet  we  have  not  recom- 
mended their  proscription  because  of  our  preference  for  the  value  of  freedom  of 
choice  as  opposed  to  safety  as  far  as  legally  competent  adults  are  concerned.  On 
the  other  hand,  we  believe  that  there  may  be  a  point  at  which  the  extent  of  harm 
done,  or  the  number  of  persons  harmed  by  the  practice  of  a  particular  discipline, 
reaches  proportions  which  justify  or  necessitate  the  intercession  of  the  state  to 
abridge  the  freedom  of  choice  theretofore  preferred.  Admittedly,  when  such  a 
point  is  reached  must  remain  a  matter  of  judgment,  a  judgment  which  must  be 
exercised  objectively  and,  we  think,  by  a  public  authority.  Thus  we  have  recom- 
mended in  Chapter  23  that,  though  there  is  now  insufficient  evidence  of  the  kind 
of  harm  we  have  referred  to  which  would  justify  proscription  of  a  particular 
practice,  our  apprehension  about  the  degree  of  potential  for  harm  is  such  that  a 
constant  surveillance  over  the  practice  is  required. 

Design  of  the  Report 

Volume  1  of  our  Report  provides  the  setting  and  the  framework  for  the  analysis 
of  Ontario's  health  care  system.  For  the  reader's  convenience  our  recommendations 
are  summarized  in  Chapter  2.  Chapter  3  provides  an  historical  exposition  of  the 
development  of  legislation  pertaining  to  health  care  in  Ontario,  and  Chapter  4 
offers  an  overview  of  the  institutional  structure  of  health  services  in  this  province. 
The  economic  structure  of  the  health  sector  is  analyzed  in  Chapter  5,  and  is 
followed  by  an  examination  of  some  of  the  dimensions  of  the  resources  presently 
available  in  this  sector. 

In  Volume  2  we  subject  the  various  individual  healing  disciplines  to  a  detailed 
examination  with  particular  emphasis  on  problems  pertaining  to  educational  and 
regulatory  arrangements  for  each  group.  The  first  section  of  the  volume,  Chapter 
7,  describes  the  important  role  of  the  hospital  in  the  health  care  system  and 
outlines  this  major  institutional  setting  in  which  many  of  the  healing  groups  per- 
form many  of  their  functions  and  services.  Chapters  8  through  23  provide  infor- 
mation on  all  of  the  major  categories  of  health  practitioners  to  be  found  in 
Ontario.  We  have  considered  the  senior  health  professions  and  some  of  the  most 
numerically  significant  groups  before  turning  our  attention  to  some  of  the  more 
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recently  developed  disciplines;  but  no  particular  significance  should  be  attached 
to  the  ordering  of  our  chapters  and  no  invidious  comparisons  should  be  drawn 
between  the  various  groups  by  reason  of  our  order  of  their  consideration. 

In  Volume  3  we  turn  our  attention  to  the  totality  of  the  health  care  system. 
Here  we  attempt  to  analyze  the  problems  which  we  consider  to  be  most  significant 
in  the  determination  of  the  future  of  health  care  in  Ontario.  Chapter  24  indicates 
the  need  for  new  institutional  patterns  and  proposes  a  new  institutional  frame- 
work for  administration  and  planning.  In  this  connection  it  should  be  noted  that 
we  propose  new  administrative  arrangements  for  both  hospital  insurance  and 
general  health  insurance;  therefore,  whenever  we  mention  functions  of  the  Ontario 
Hospital  Services  Commission  (OHSC)  we  mean  the  new  combined  Ontario 
Health  Services  Insurance  Commission  proposed  in  this  chapter.  Chapters  25  and 
26  are  devoted  to  questions  of  the  regulation  of  practice  and  the  education  of 
practitioners.  The  role  of  hospitals  in  the  provision  of  health  care  is  reassessed  in 
Chapter  27.  New  patterns  of  mental  health  care  are  considered  in  Chapter  28. 

An  examination  of  some  aspects  of  group  practice  is  contained  in  Chapter  29. 
The  reader  should  note  that  in  our  discussion  of  group  practice  in  this  chapter 
we  do  not  confine  ourselves  to  any  form  of  combinations  or  groupings  of  health 
practitioners,  but  employ  the  term  "group"  to  apply  to  a  broad  range  of  patterns 
of  organization.  The  reader  should  also  note  that  our  use  of  the  term  "paramedical 
personnel"  instead  of  "auxiliaries"  or  "allied  health  personnel"  does  not  necessarily 
reflect  any  biases  or  philosophical  preconceptions  concerning  the  role  and  status 
of  such  disciplines.  We  have  chosen  the  term  "paramedical  personnel"  only  because 
it  is  the  most  familiar  and  widely  used  term  in  circulation  today. 

Finally,  Chapter  30  is  devoted  to  an  examination  of  the  problems  of  general 
practice  in  medicine  and  proposals  for  the  development  of  a  new  general  or  family 
physician. 

Not  all  of  our  recommendations  are  unanimous,  and  where  a  member  of  the 
Committee  has  differed  with  the  majority  view,  a  footnote  refers  the  reader  to 
a  minority  opinion. 


Chapter  2    Recommendations 

Physicians 

1  That  the  sixth  medical  school  planned  for  Ontario  should  be  established 
immediately  in  order  to  assist  in  providing  the  increased  numbers  of  physicians 
required  by  the  province. 

2  That  there  be  an  increased  emphasis  on  medical  and  other  health  manpower 
planning,  and  that  studies  of  manpower  requirements  should  be  conducted 
continuously  by  both  the  Ontario  Council  of  Health  and  the  Research  and 
Planning  Branch  of  the  Department  of  Health. 

3  That  the  Minister  of  Health  of  Ontario  request  that  the  Council  of  Deans  of 
Ontario  Faculties  of  Medicine  ensure  that  information  concerning  applica- 
tions for  entrance  to  medical  schools  in  Ontario  be  properly  analyzed.  Neces- 
sary steps  should  include  elimination  of  duplication  in  count  of  applications; 
proper  categorization  of  an  applicant  as  being  refused  1)  on  strictly  academic 
grounds;  2)  because  the  medical  school's  quota  is  filled;  3)  on  account  of 
geographic  or  other  considerations;  4)  on  account  of  sex.  The  Committee 
recommends  the  establishment  of  a  centralized  application  procedure  for 
medicine  such  as  that  now  used  for  admission  to  most  Arts  and  Science 
faculties  in  Ontario. 

4  That  the  Province  of  Ontario  provide  financial  assistance  to  medical  students 
to  enable  them  to  work  in  hospitals  or  other  health  service  institutions  during 
the  summer. 

5  That  the  Medical  Act  be  amended  to  remove  the  power  of  the  College  of 
Physicians  and  Surgeons  of  Ontario  to  specify  either  minimum  admission 
requirements  or  minimum  curriculum  for  medical  education. 

6  That  medical  schools  in  Ontario  should  continue  to  be  accredited  by  the 
Joint  Accreditation  Council  of  the  Association  of  American  Medical  Colleges, 
and  the  Council  on  Medical  Education  and  Hospitals  of  the  American  Medical 
Association,  augmented,  however,  by  representatives  from  the  Association  of 
Canadian  Medical  Colleges. 

7  That  greater  emphasis  upon  social  and  preventive  medicine  and  social  sciences 
should  be  included  in  the  undergraduate  medical  curriculum. 

8  That  the  accreditation  of  hospitals  for  internship  programs  should  be  carried 
out  on  a  national  basis  by  the  Association  of  Canadian  Medical  Colleges,  but 
that  if  this  is  not  possible,  accreditation  should  be  under  the  auspices  of  the 
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Council  of  Deans  of  Ontario  Faculties  of  Medicine.  At  the  same  time,  the 
Committee  recommends  that  medical  schools  should  continue  to  control  the 
internship  experience  as  an  integral  part  of  the  overall  educational  process. 

9  That,  wherever  possible,  there  should  be  coordination  of  accreditation  pro- 
grams, particularly  with  respect  to  coordination  of  accreditation  of  hospital 
facilities  for  purposes  of  medical  education;  and  that  the  various  agencies 
involved  should  arrange  to  carry  out  their  accreditations  simultaneously  insofar 
as  possible  and  develop  standardized  procedures  where  the  same  information 
is  required  by  several  agencies. 

10  That  accreditation  of  facilities  for  internship  and  postgraduate  medical  educa- 
tion programs  be  extended  to  group  practices  and  community  health  centres, 
but  that  these  programs  remain  under  the  control  of  the  medical  school. 

11  That  a  program  for  ensuring  continuing  competence  be  implemented  for 
physicians  and  that  periodically,  perhaps  every  five  years,  every  physician  in 
Ontario  be  required  to  present  to  the  College  of  Physicians  and  Surgeons  of 
Ontario  a  certificate  from  a  medical  school  in  Ontario  stating  that  he  has 
maintained  a  satisfactory  level  of  competence  in  the  areas  of  medicine  in 
which  he  ordinarily  practises. 

12  That  the  Ontario  faculties  of  medicine  develop  the  standards  and  programs 
which  would  be  required  for  such  certification;  these  could  include  formal 
course  work,  a  contribution  to  the  profession  through  research  or  teaching, 
or  other  appropriate  methods. 

13  That  every  possible  encouragement  and  assistance  be  given  by  the  Govern- 
ment of  Ontario  to  the  Federation  of  Licensing  Bodies  of  Canada  to  develop 
national  standards  for  licensing  of  physicians  and  to  facilitate  mobility  of 
medical  personnel  between  provinces. 

14  That  the  College  of  Physicians  and  Surgeons  of  Ontario  should  establish,  in 
conjunction  with  other  licensing  bodies  and  the  Federal  Department  of  Man- 
power and  Immigration,  a  Canada-wide  system  to  provide  objective  evalua- 
tion of  foreign  medical  schools,  but  if  it  is  not  possible  for  such  a  joint 
program  to  be  developed,  that  the  College  of  Physicians  and  Surgeons  of 
Ontario  do  so  on  its  own. 

15  That  the  Medical  Council  of  Canada  examinations  be  abolished  for  graduates 
of  approved  schools  who  are  already  registered  to  practise  in  their  own 
jurisdictions  and  whose  medical  education  can  be  considered  equivalent  to 
Ontario  medical  education  up  to  the  obtaining  of  the  licence  from  the 
College  of  Physicians  and  Surgeons,  but  that  the  Medical  Council  of  Canada 
examinations  should  be  retained  for  graduates  of  Canadian  medical  schools 
and  for  those  who  have  not  had  a  medical  education  equivalent  to  that 
received  in  Ontario. 
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16  That  graduates  from  Ontario  medical  schools  continue  to  receive  a  full  and 
undifferentiated  licence  to  practise  medicine  at  the  end  of  the  internship 
year,  and  that  practitioners  from  outside  Ontario  who  have  been  trained  in 
programs  similar  to  those  which  presently  exist  in  Ontario,  continue  to  be 
eligible  for  licensing  for  full  practice  as  at  present;  but  if  it  should  appear 
to  the  College  of  Physicians  and  Surgeons  of  Ontario  that  physicians  are 
practising  beyond  their  competence,  serious  consideration  should  be  given 
to  limited  licensing. 

17  That  physicians  be  permitted  to  incorporate  for  the  practice  of  medicine  in 
Ontario,  but  that  ownership  of  shares  in  such  corporations  be  restricted  to 
physicians  licensed  to  practise  in  the  province  of  Ontario. 

18  That  there  be  representation  from  the  Department  of  Health  and  significant 
lay  representation  on  the  Council  of  the  College  of  Physicians  and  Surgeons 
of  Ontario. 

19  That  the  fee  schedule  published  by  the  Ontario  Medical  Association  be  a 
matter  of  prior  negotiation  by  the  Association  and  the  Minister  of  Health,  who 
would  be  advised  by  the  proposed  Fee  Negotiations  Advisory  Committee. 

20  That  the  fee  schedule  thus  negotiated  should  ordinarily  be  the  upper  limit 
of  the  fee  charged. 

21  That  in  negotiating  fees  with  physicians,  the  government  in  cooperation  with 
the  physicians  consider  methods  of  using  the  fee  schedule  to  direct  medical 
resources  according  to  community  needs  and  priorities. 

22  That  there  be  lay  representation  on  the  Discipline  Committee  of  the  College 
of  Physicians  and  Surgeons  of  Ontario. 

23  That  professional  activities  studies  aimed  at  improving  quality  control,  such 
as  those  of  the  Hospital  Medical  Records  Institute,  be  extended,  that  more 
public  resources  be  made  available  for  their  support. 

24  That  physicians  selling  drugs  to  their  own  patients  be  required  to  comply 
with  the  laws  governing  the  sale  of  drugs  by  non-physicians  and  keep  the 
same  records  of  prescriptions  dispensed,  including  the  number  of  times  it  has 
been  filled,  and  so  on,  as  are  required  of  a  pharmacist,  but  that  this  would 
not  apply  to  dosages  given  as  a  direct  treatment  in  the  home  or  office  by 
the  physician. 

25  That  a  physician  should,  upon  the  request  of  a  patient,  supply  to  the  patient 
a  written  prescription  of  any  drugs  prescribed  for  the  patient. 

26  That  medical  students  be  taught  and  physicians  be  encouraged  to  prescribe 
generically  when  feasible. 

27  That  medical  codes  of  ethics  should  not  preclude  physicians  from  teaching 
non-medical  students  in  the  healing  arts  or  participating  in  continuing  educa- 
tion programs  for  personnel  already  qualified  to  practise  in  any  of  the 
healing  arts. 
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Dentists  and  Dental  Care  Personnel 

28  That  the  Royal  College  of  Dental  Surgeons  of  Ontario  discontinue  the  practice 
of  making  grants  from  licensing  fees  collected  by  it  either  to  the  Ontario 
Dental  Association  or  to  the  Canadian  Dental  Association,  that  the  voluntary 
nature  of  these  latter  two  professional  organizations  be  recognized  by  elimina- 
tion of  its  being  a  condition  of  receiving  a  licence  that  a  dentist  be  a  member 
of,  or  financially  support,  either  of  these  two  associations. 

29  That  the  dental  hygienist  be  recognized  as  an  important  member  of  the 
dental  care  team,  and  that  existing  university  diploma  programs  be  expanded 
to  increase  the  number  of  hygienists  trained. 

30  That  there  should  be  no  restriction  regarding  the  number  of  hygienists  that 
may  be  employed  by  a  dentist,  and  that  the  Royal  College  of  Dental  Surgeons 
be  required  to  repeal  its  by-laws  imposing  such  a  restriction. 

31  That  the  Ontario  Council  of  Health  examine  the  possible  utilization  of  the 
dental  nurse  along  the  lines  of  the  New  Zealand  or  English  type  and  report 
its  findings  to  the  Department  of  Health  with  recommendations  for  specific 
measures. 

32  That  the  Royal  College  of  Dental  Surgeons  be  required  to  abolish  its  restric- 
tions on  the  practice  of  dental  specialists  that  prevent  them  from  practising 
general  dentistry. 

33  That  the  regulations  under  the  Public  Hospitals  Act  be  amended  to  require 
that  qualified  dentists,  particularly  in  dental  specialties,  should  have  access 
to  the  use  of  hospital  facilities  as  required  for  procedures  requiring  hospitali- 
zation. Dentists  should  be  eligible  for  full  hospital  privileges  with  the  right 
to  admit  patients  and  with  representation  on  the  Admissions  Committee. 
Dentists  should  follow  the  regular  hospital  procedures  and  their  patients 
should  be  subject  to  the  same  admission  requirements  as  patients  admitted 
by  physicians. 

34  That  in  hospitals  where  there  is  a  large  demand  for  dental  services  a  separate 
dental  department  with  a  Chief  of  Dental  Services  be  established,  and  that  in 
other  hospitals  the  dental  services  should  be  under  the  department  of  surgery. 

35  That  one  hospital  in  Metropolitan  Toronto  should  develop  outpatient  dental 
services. 

36  That  every  hospital  should  have  one  or  more  dentists  as  members  of  the 
attending  staff,  preferably  including  an  oral  surgeon  where  possible,  to  assist 
the  medical  staff  as  required. 

37  That  a  qualified  dentist  should  be  given  the  privilege  of  treating  in  hospitals 
his  patients  requiring  dental  care  while  they  are  hospitalized  for  other  con- 
ditions. This  would  particularly  apply  to  long-term  patients,  in  convalescent 
and  rehabilitation  institutions. 
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38  That  caution  should  be  exercised  to  ensure  that  financial  arrangements  regard- 
ing dental  services  are  such  that  they  do  not  create  an  unnecessary  demand 
on  hospitals  where  services  could  be  adequately  provided  outside  the  hospital. 

39  That  the  Dentistry  Act  be  amended  and  section  13  repealed  so  that  the 
Royal  College  of  Dental  Surgeons  of  Ontario  no  longer  be  empowered  to 
establish  entrance  requirements  for  dentistry;  also  that  section  14(1)  be 
repealed  to  remove  from  the  Board  of  the  Royal  College  of  Dental  Surgeons 
of  Ontario  control  over  the  curriculum  of  studies. 

40  That  accreditation  of  Canadian  dental  schools  be  undertaken  by  the  Associa- 
tion of  Canadian  Faculties  of  Dentistry.  If,  however,  this  Association  is 
unable  or  unwilling  to  take  on  this  function  the  Committee  recommends  two 
alternatives.  The  preferred  alternative  would  be  to  leave  the  responsibility  for 
accreditation  with  the  Canadian  Dental  Association  Council  on  Education. 
A  second  alternative  would  be  for  the  Government  of  Ontario  to  direct  the 
Department  of  University  Affairs  to  establish  accreditation  teams  which 
would  be  responsible  for  accrediting  Ontario  dental  schools.  In  any  of  the 
above  programs  the  Committee  recommends  that  financial  contributions  to 
the  cost  of  providing  accrediting  services  in  Ontario,  if  necessary,  should  be 
made  by  the  Government  of  Ontario,  and  that  it  would  be  essential,  because 
of  the  small  number  of  dental  schools  in  Ontario,  that  several  members  of 
the  accrediting  team  be  from  outside  Canada,  particularly  the  United  States. 

41  That  accreditation  of  graduate  programs  in  dentistry  should  also  be  under- 
taken by  the  Association  of  Canadian  Faculties  of  Dentistry  as  soon  as  possible. 

42  That  the  Department  of  Health  and  the  Ontario  Council  of  Health  evaluate 
the  advantages  of  the  various  pre-dental  educational  requirements  and  that 
university  schools  of  dentistry  require  not  more  than  the  minimum  educational 
prerequisites  necessary  to  produce  a  satisfactory  practitioner. 

43  That  the  Minister  of  Health  of  Ontario  request  that  the  Deans  of  faculties 
of  dentistry  in  Ontario  ensure  that  information  concerning  applications  for 
entrance  to  dental  schools  in  Ontario  is  properly  analyzed  and  that  a  cen- 
tralized application  procedure  for  dentistry  be  developed,  such  as  that  now 
used  for  admission  to  most  Arts  and  Sciences  faculties  in  Ontario. 

44  That  greater  emphasis  be  placed  on  preventive  dentistry  in  the  undergraduate 
dental  curriculum. 

45  That  steps  be  taken  to  make  dentistry  students  more  aware  of  the  possi- 
bilities and  usefulness  of  dental  auxiliaries,  including  their  role  in  preventive 
dentistry. 

46  That  a  drug  formulary  be  developed  for  dentists  listing  the  commonly  used  . 
drugs  with  which  dentists  should  be  familiar,  their  side  effects  and  other  such 
information  as  would  be  required. 
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47  That  dental  specialty  training  programs  continue  to  be  given  under  the  aegis 
of  the  faculties  of  dentistry. 

48  That  the  Public  Hospitals  Act  be  amended  to  provide  that  certain  hospitals 
be  required  to  make  the  necessary  facilities  available  and  permit  inpatients 
and  outpatients  to  be  available  for  the  training  of  dental  oral  surgeons  and 
periodontists  in  hospitals. 

49  That  a  program  for  ensuring  continuing  competence  be  implemented  for 
dentists  and  that  periodically,  perhaps  every  five  years,  every  dentist  in 
Ontario  be  required  to  present  to  the  Royal  College  of  Dental  Surgeons  of 
Ontario  a  certificate  from  a  dental  school  in  Ontario  stating  that  he  has 
maintained  a  satisfactory  level  of  competence  in  the  areas  of  dentistry  in 
which  he  ordinarily  practises. 

50  That  the  Ontario  faculties  of  dentistry  develop  the  standards  and  programs 
which  would  be  required  for  such  certification;  these  could  include  formal 
course  work,  a  contribution  to  the  profession  through  research  or  teaching, 
or  other  appropriate  methods. 

51  That  for  the  time  being  the  training  of  dental  hygienists  continue  in  univer- 
sities under  appropriate  faculties  of  dentistry  but  that  the  course  should  be 
shortened  to  one  year  after  grade  thirteen;  and  that  the  training  programs 
for  dental  hygienists  be  reviewed  continually  by  the  Department  of  Health 
and  the  Ontario  Council  of  Health  and  when  feasible  be  moved  from  the 
universities  to  Colleges  of  Applied  Arts  and  Technology,  at  which  time  an 
entrance  requirement  of  grade  twelve  might  be  considered. 

52  That  appropriate  programs  be  developed  by  schools  teaching  dental  hygiene 
to  provide  refresher  and  retraining  programs  for  hygienists  who  wish  to 
return  to  practice. 

53  That  two  avenues  of  gaining  qualification  as  a  dental  technician  should  be 
open:  one  via  an  entrance  requirement  of  grade  twelve  and  completion  of 
an  approved  program  at  a  College  of  Applied  Arts  and  Technology,  and 
another  via  the  apprenticeship  route  as  at  present,  but  removing  the  re- 
quirement of  grade  twelve  and  requiring  only  grade  ten  with  the  additional 
requirement  that  the  applicant  have  an  adequate  knowledge  of  the  English 
language. 

54  That  the  Department  of  Health  in  conjunction  with  the  Department  of 
Education  ensure  that  every  primary  school  child  in  Ontario  has  a  dental 
inspection  at  least  once  a  year  and  that  provision  be  made  through  the  public 
health  units  for  such  inspections  where  they  have  not  been  done  privately. 
A  report  of  the  inspection  together  with  information  regarding  facilities 
where  the  child  may  receive  appropriate  dental  treatment  should  be  mailed 
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to  the  parents  of  the  child.  The  public  health  units  should  ensure  that 
facilities  are  available  for  such  treatment  through  either  private  dentists  or 
public  health  dental  units  as  appropriate. 

55  That  dentists  be  permitted  to  form  corporations  for  the  practice  of  dentistry 
in  Ontario,  but  that  ownership  of  the  shares  of  such  corporations  be 
restricted  to  dentists  licensed  to  practise  in  the  province  of  Ontario. 

56  That  an  additional  faculty  of  dentistry  be  established  in  the  province  of 
Ontario  in  a  university  which  presently  has  a  faculty  of  medicine. 

57  That  the  university  schools  of  dentistry  ensure  that  adequate  financing  is 
available  for  students  wishing  to  undertake  specialty  training  in  dentistry, 
either  through  arrangements  for  them  to  work  part  time,  through  payment 
in  the  same  way  as  for  medical  internes,  or  through  establishment  of  appro- 
priate fellowship  programs;  and  that  the  Province  of  Ontario  assist  in  making 
such  monies  available  to  the  universities. 

58  That  the  Ontario  schools  of  dentistry  work  towards  the  establishment  of 
joint  examinations  with  the  National  Dental  Examining  Board  to  eliminate 
the  necessity  of  two  sets  of  examinations  for  the  dental  graduate. 

59  That  the  Royal  College  of  Dental  Surgeons  of  Ontario  should  establish  in 
conjunction  with  other  licensing  bodies  and  the  federal  Department  of  Man- 
power and  Immigration,  a  Canada-wide  system  to  provide  objective  evalua- 
tion of  foreign  dental  schools;  but  if  it  is  not  possible  for  such  a  joint 
program  to  be  developed  at  the  federal  level,  Ontario  should  do  so  on  its  own. 

60  That  the  Royal  College  of  Dental  Surgeons  of  Ontario  take  the  initiative  to 
establish  a  Federation  of  Licensing  Bodies  for  Dentistry  in  Canada  which 
could  develop  national  standards  for  licensing  of  dentists  and  provide  more 
flexible  interchange  of  dental  personnel  between  provinces. 

61  That  the  Royal  College  of  Dental  Surgeons  of  Ontario  no  longer  be  required 
to  prosecute  persons  for  unauthorized  practice  under  the  Dentistry  Act,  but 
that  this  responsibility  be  transferred  to  the  Crown  Attorney  for  the  county 
in  which  the  offence  is  alleged  to  have  been  committed. 

62  That  it  be  mandatory  that  a  dentist  submit  to  his  patient  an  itemized  bill 
showing  charges  for  professional  fees  and  charges  for  dental  appliances 
supplied;  that  the  Royal  College  of  Dental  Surgeons  of  Ontario  should  declare 
as  unprofessional  conduct  any  mark-up  by  a  dentist  on  a  dental  appliance 
dispensed;  and  that  a  dentist  be  allowed  to  charge  only  for  professional  services 
involved  in  the  prescribing,  fitting  or  adjusting  of  such  dental  appliances. 

63  That  the  fee  schedule  published  by  the  Ontario  Dental  Association  be 
a  matter  of  prior  negotiation  by  the  Association  and  the  Minister  of 
Health,  who  would  be  advised  by  the  proposed  Fee  Negotiations  Advisory 
Committee. 
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64  That  there  be  representation  from  the  Department  of  Health  and  significant 
lay  representation  on  the  Council  of  the  Royal  College  of  Dental  Surgeons 
of  Ontario,  and  that  there  should  also  be  lay  representation  on  the  Discipline 
Committee  of  the  College. 

65  That  the  present  exception  of  dentists  from  the  Medical  Act  continue  and 
that  dentists  should  continue  as  in  the  past  to  be  able  to  use  the  title 
"Doctor". 

66  That  the  licensing  of  dental  hygienists  should  cease  to  be  a  responsibility  of 
the  Royal  College  of  Dental  Surgeons  of  Ontario,  and  instead  be  made  the 
responsibility  of  the  proposed  Health  Disciplines  Regulation  Board  through 
a  Dental  Hygienists  Division,  and  that  in  the  legislation  outlining  the  require- 
ments for  licensing  by  the  Board  there  be  no  restrictions  regarding  sex,  age, 
nationality  or  citizenship. 

67  That  the  Department  of  Health  enact  legislation  to  license  dental  laboratories 
in  the  province  of  Ontario.  Such  legislation  should  include  a  requirement 
that  all  such  laboratories  be  licensed  and  that  they  be  prohibited  from  deal- 
ing directly  with  the  public.  The  Health  Facilities  Board  should  administer 
the  licensing  scheme.  No  requirements  regarding  qualifications  of  owners 
should  be  included  and  corporate  ownership  of  such  laboratories  should  not 
be  prohibited.  Regulations  regarding  quality  control,  advertising  and  other 
matters  affecting  laboratories  should  be  established,  but  such  requirements 
should  be  kept  to  the  minimum  required  consistent  with  the  public  interest. 
The  Health  Facilities  Board  should  have  the  power  to  suspend  a  licence,  but 
the  conditions  under  which  such  suspension  might  take  place  should  be 
included  in  the  legislation. 

68  That  dentists  should  be  required  to  provide  a  formal  prescription  to  dental 
laboratories  for  each  item  ordered;  and  that,  if  dentists  ignore  this  require- 
ment, this  should  be  a  matter  for  disciplinary  action  by  the  Royal  College 
of  Dental  Surgeons. 

69  That  dental  technicians  be  certified  by  the  Health  Disciplines  Regulation 
Board  through  a  Dental  Technicians'  Division.  The  Board  should  make  pro- 
vision for  certifying  dental  technicians  trained  outside  Ontario,  but  who  have 
the  equivalent  education  and/or  experience,  on  the  basis  of  their  competence. 
Certification  would  not  be  a  requirement  for  the  practice  of  dental  technology 
but  only  those  so  certified  should  be  able  to  use  the  title  "Registered  Dental 
Technician". 

Nursing 

70  That  studies  be  undertaken  by  the  Department  of  Health  and  the  Council  of 
Health  on  the  role  and  relationships  of  professions  and  occupations  in  health 
care  and  that  as  part  of  these  studies  a  continuing  review  of  the  appropriate- 
ness of  the  responsibilities  of  nurses  and  nursing  assistants  should  also  be 
undertaken. 
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71  That  clinical  specialties  in  nursing  be  developed  for  diploma  and  degree  level 
nurses,  and  that  recognition  be  given  by  the  College  of  Nurses  and  where 
appropriate  by  the  Ontario  Hospital  Services  Commission  to  such  specialties. 
The  Committee  realizes  that  in  developing  such  specialties  nurses  will  require 
the  assistance  of  physicians  and  hospital  officials.  The  Department  of  Health 
should  take  the  initiative  in  bringing  together  those  involved  to  work  out 
means  of  developing  such  specialties  and  providing  recognition  for  them, 
including  representatives  of  nursing,  medicine  and  hospitals.  While  it  would 
be  advisable  to  develop  these  specialties  through  a  "Royal  College"  type 
of  specialty  body  at  the  national  level,  if  this  is  not  done,  they  should  be 
developed  at  the  provincial  level  for  Ontario. 

72  That  any  body  recognizing  clinical  specialties  should  take  into  consideration 
the  problem  of  nurses  now  practising  who  have  many  years  of  experience 
in  a  given  specialty  and  should  arrange  for  appropriate  recognition  of  such 
experience.  None  of  the  new  clinical  specialties  should  require  formal  training 
longer  than  one  year,  and  the  training  programs  could  vary  from  purely 
clinical  for  some  specialties  to  largely  academic  for  others,  as  well  as  various 
combinations  of  such  training  programs  as  may  be  deemed  necessary. 

73  That  an  attempt  be  made  by  the  disciplines  concerned  and  the  Department 
of  Health  to  develop  a  nurse-midwife  in  Ontario  and  that  such  a  nurse- 
midwife  be  regarded  as  a  clinical  specialist  in  nursing.  The  Committee  fore- 
sees that  nurse-midwives  would  work  in  the  hospital  setting  under  the  general 
direction  of  physicians  but  might  in  addition  undertake  pre-natal  and  post- 
natal care  in  outpatient  clinics  and  group  practices. 

74  That  nurses  should  be  represented  in  planning  and  determining  their  own  role 
and  should  be  included  on  interdisciplinary  committees  where  their  functions 
are  being  discussed. 

75  That  the  Province  of  Ontario  enact  appropriate  legislation  to  facilitate  collec- 
tive bargaining  for  nurses,  ensuring  that  in  such  legislation  there  are  safe- 
guards to  maintain  essential  services  and  that  the  legislation  also  provides 
for  compulsory  arbitration  of  disputes.  Such  legislation  should  not  specifically 
designate  any  agency  as  the  exclusive  bargaining  agent  for  nurses  but  should 
be  broad  enough  to  encompass  the  Registered  Nurses'  Association  of  Ontario 
which  might  act  as  the  bargaining  agent  when  requested  by  the  majority  of 
nurses  employed  in  a  given  bargaining  unit. 

76  That  the  Department  of  Health  and  the  Ontario  Hospital  Services  Com- 
mission recognize  that  as  hospitals  and  other  public  institutions  arc  the 
primary  employers  of  nurses  and  nursing  assistants  and  hence  are  pre- 
dominant in  determining  conditions  of  demand  for  nursing  services  including 
work  environment  of  nurses,  salary  schedules,  and  so  on.  nurses  are  not 
working  in  an  open  labour  market.  That  accordingly  the  Department  of  Health 
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should  take  the  responsibility  to  initiate  intensive  studies  of  the  special  features 
of  this  labour  market  and  encourage  adaptations  to  improve  the  conditions 
of  employment  of  nurses. 

77  That  nursing  manpower  planning,  for  both  immediate  and  long-range  plan- 
ning of  the  needs  for  nursing  manpower,  be  included  as  a  function  of  the 
Ontario  Council  of  Health  and  of  the  Research  and  Planning  Branch  of  the 
Department  of  Health. 

78  That  the  Department  of  Health  and  the  Ontario  Council  of  Health  undertake 
immediate  and  intensive  study  of  nursing  manpower  availabilities  and  poten- 
tials including  data  on  those  presently  not  at  work  and  apparent  present 
requirements  and  uses  of  nursing  personnel. 

79  That  if  as  a  result  of  the  growth  of  care  in  rehabilitative,  convalescent,  and 
chronic  care  institutions  and  homes  for  the  aged,  the  need  arises  for  special 
short-term  training  courses  for  registered  nurses  and  registered  nursing 
assistants,  the  Department  of  Health  should  arrange  for  the  provision  of 
appropriate  training  courses  to  prepare  them  for  this  special  field  of  care. 

80  That  the  inspection  and  consulting  services  of  the  present  Ontario  Hospital 
Services  Commission  be  augmented  under  the  proposed  Ontario  Health 
Services  Insurance  Commission  to  effect  more  systematic  and  comprehensive 
development  of  health  care  standards  and  personnel  utilization  across  the 
province.  Special  attention  by  this  unit  should  be  given  to  the  development  of 
administrative  procedures  which  would  make  possible  greater  utilization  of 
part-time  properly  qualified  nursing  staff. 

81  That  the  Department  of  Health  should  make  an  effort  to  rationalize  the  use 
of  nurses  and  to  attract  into  employment  some  of  the  qualified  nurses  not 
now  in  practice.  Steps  should  also  be  taken  to  determine  what  could  be  done 
by  use  of  incentive  and  salary  differentials  to  facilitate  greater  opportunities 
for  part-time  work  in  hospitals  for  nurses,  to  encourage  nurses  to  take  holidays 
in  off-seasons,  and  to  attract  nurses  into  specific  types  and  geographic  areas 
of  nursing  where  there  are  particular  shortages.  The  Province  should  consider 
also  the  establishment  of  a  Nursing  Reserve  Group  possibly  on  a  regional 
basis  similar  to  that  developed  in  the  province  of  Alberta. 

82  That  a  central  clearing  house  for  applicants  to  schools  of  nursing  in  Ontario 
other  than  university  schools  of  nursing  be  established  by  the  Department  of 
Education  with  appropriate  analysis  of  sources  of  applications  and  follow-up 
research  being  made  as  required,  and  that  the  university  schools  of  nursing 
establish  a  corresponding  system  for  applicants  to  university  schools  of  nursing. 

83  That  considering  the  degree  of  dependence  on  registered  nurses  coming  to 
Ontario  from  outside  the  province,  the  Province  of  Ontario  should  do  every- 
thing possible  to  keep  the  diploma  schools  of  nursing  filled  in  order  that  it 
may  be  assured  of  an  adequate  continuing  domestic  supply  of  nurses.  Because 
of  the  evidence  received  by  the  Committee  that  full  use  is  not  being  made  of 
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all  the  schools  of  nursing,  we  recommend  that  measures  be  undertaken  to 
attract  more  students  into  nursing  by  making  salaries  and  working  conditions 
for  graduate  nurses  more  attractive. 

84  That  control  of  diploma  level  nursing  education  should  pass  to  the  Depart- 
ment of  Education  with  a  Nursing  Education  Advisory  Committee  being 
established  to  review  nursing  education  and  to  advise  on  curriculum,  length  of 
programs  and  other  relevant  matters.  Representation  on  the  Nursing  Educa- 
tion Advisory  Committee  should  include  members  from  university  faculties 
of  nursing,  faculties  of  medicine,  hospital  associations,  the  nursing  pro- 
fession, the  Department  of  Health,  the  Department  of  Education,  and  the 
general  public. 

85  That  the  expansion  of  schools  of  diploma  level  nursing  should  take  place  in 
the  Colleges  of  Applied  Arts  and  Technology  to  the  extent  feasible. 

86  That  at  least  for  some  considerable  time,  the  present  hospital  nursing  schools, 
regional  schools  of  nursing  and  "special"  schools  of  nursing  should  continue 
to  operate  with  such  phasing  out  as  seems  timely. 

87  That  the  financing  of  new  schools  of  nursing  be  under  the  Department  of 
Education,  and  that  financing  of  hospital,  regional  and  special  schools  of 
nursing  be  removed  from  the  aegis  of  the  Ontario  Hospital  Services  Com- 
mission. The  Committee  is  aware  that  there  will  be  some  short-term  problems 
on  matters  of  administration  in  such  a  change  and  recommends  that  house- 
keeping functions,  such  as  accounting,  and  paying  of  bills,  should  continue 
to  be  carried  out  by  the  hospital  in  which  a  school  of  nursing  may  function. 
Budgeting  and  financing,  however,  should  be  done  through  the  Department 
of  Education  if  at  all  possible;  if  this  is  not  feasible  they  should  be  done 
through  the  Department  of  Health  but  not  through  the  Ontario  Hospital 
Services  Commission. 

88  That  the  manpower  interests  of  the  Department  of  Health  in  educational 
programs  for  nurses  be  recognized,  and  to  this  end  that  manpower  aspects  of 
nursing  education  programs  be  considered  by  the  proposed  Coordinating 
Committee  of  the  Cabinet  on  Health  Education. 

89  That  prior  to  new  schools  of  nursing  being  established,  the  Nursing  Education 
Advisory  Committee  ensure  that  adequate  clinical  facilities  will  be  available 
for  the  students  before  the  school  is  approved. 

90  That  the  use  of  clinical  facilities  by  the  students  of  nursing  should  not 
imply  that  the  student  has  a  service  obligation  to  the  institution  providing 
these  facilities. 

91  That  the  length  of  training  programs  for  diploma  nurses  be  not  longer  than 
two  years  academic. 

92  That  post-R.N.  certificate  programs  in  public  health,  teaching,  and  nursing 
administration  continue  to  be  offered  in  university  schools  of  nursing. 
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93  That  the  Province  of  Ontario  ensure  that  more  facilities  are  available  for  the 
continuing  education  of  nurses,  and  that  nurses  be  encouraged  by  financial 
and  other  incentives  to  participate  in  such  continuing  education  programs. 

94  That  nursing  schools  encourage  diploma  nurses  who  may  be  able  to  take 
advantage  of  mature  student  requirements  of  the  universities  and  who 
have  the  appropriate  potential  and  interest  to  undertake  degree  programs 
in  nursing. 

95  That  for  registered  nurses  authorized  by  law  to  practise  nursing  and  demon- 
strating a  standard  of  excellence  in  practice,  the  opportunity  to  obtain  higher 
professional  educational  qualifications  ought  not  to  be  foreclosed  by  reason 
of  a  failure  to  take  any  part  of  a  fifth  year  of  a  five-year  stream  in  the 
Ontario  high  school  system. 

96  That  the  Government  of  Ontario  take  such  measures  as  are  necessary  to 
increase  enrolment  in  university  degree  programs  in  nursing.  Such  measures 
should  include  (a)  appropriate  salary  levels  for  teachers  in  all  nursing  pro- 
grams in  order  to  attract  adequate  numbers  of  applicants  with  appropriate 
qualifications  to  undertake  degree  courses;  (b)  enlargement  of  facilities  at 
present  university  schools  of  nursing  to  accommodate  an  increased  number 
of  nursing  students;  and  (c)  expansion  of  programs  of  graduate  studies  in 
nursing  and  appropriate  expansion  of  facilities  to  supply  more  teachers  with 
adequate  financial  support  to  assist  graduate  students  and  with  opportunities 
and  support  for  nursing  research  by  faculty  members;  the  foregoing  is  based 
on  the  belief  that  in  the  future,  nursing  teachers  in  diploma  schools  of  nursing 
should  have  a  university  degree  and  that  nursing  teachers  in  the  university 
schools  of  nursing  should  have  training  beyond  the  Bachelor  of  Science  of 
Nursing,  although  the  Committee  recognizes  that  this  will  not  be  possible  in 
the  immediate  future. 

97  That  the  length  of  registered  nursing  assistant  training  programs  be  not  longer 
than  thirty-six  weeks. 

98  That  for  the  time  being,  the  educational  programs  for  registered  nursing 
assistants  remain  the  responsibility  of  the  Department  of  Health. 

99  That  there  should  be  no  overall  licensing  of  those  who  nurse  for  hire. 

100  That  organized  bodies  of  nursing  in  Ontario  take  the  initiative  with  their 
counterparts  throughout  Canada  to  encourage  the  International  Council  of 
Nurses  to  develop  world-wide  agreement  on  qualifications  for  practice  in 
order  to  facilitate  the  international  mobility  of  nurses. 

101  That  the  College  of  Nurses  of  Ontario  remain  the  certifying  and  regulatory 
body  for  registered  nurses  in  Ontario,  but  that  there  be  representation  from 
the  Department  of  Health  and  significant  lay  representation  on  the  Board 
of  the  College. 
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102  That  responsibility  for  the  certification  and  discipline  of  registered  nursing 
assistants  be  removed  from  the  College  of  Nurses  and  assigned  to  the  pro- 
posed Health  Disciplines  Regulation  Board  through  a  Division  for  registered 
nursing  assistants. 

103  That  nurses  trained  outside  Ontario  as  psychiatric  nurses  in  institutions 
which  meet  the  educational  standards  and  quality  of  instruction  satisfactory 
to  the  College  of  Nurses  should  be  registered  by  the  College  of  Nurses  on 
a  special  register  as  certification  of  competence  in  psychiatric  nursing. 
Though  nurses  registered  in  such  a  way  would  not  be  fully  qualified 
registered  nurses,  they  should  be  given  status  and  pay  equal  to  those  of 
registered  nurses  when  working  in  a  psychiatric  setting. 

104  That  opportunities  be  made  available  at  some  of  the  nursing  schools  for 
student  nurses  to  specialize  in  psychiatry  and  to  devote  a  greater  part  of 
their  practical  experience  during  their  undergraduate  program  to  psychiatric 
nursing.  Such  programs  would,  however,  lead  to  full  certification  as  a 
registered  nurse  as  the  student  nurse  would  still  be  required  to  fulfil  all  the 
requirements  for  a  registered  nurse  but  would  have  specialized  knowledge 
in  psychiatry.  Ontario  Hospitals  and  the  psychiatric  units  of  general  hospitals 
should  be  made  available  for  the  clinical  aspects  of  such  programs. 

105  That  psychiatric  nursing  be  recognized  as  a  clinical  specialty  in  nursing  and 
that  postgraduate  programs  be  established  for  diploma  nurses  to  specialize 
in  this  field  as  well  as  specialty  programs  at  the  Master's  degree  level  for 
degree  nurses  to  provide  the  teaching  and  research  nursing  personnel 
required  in  this  field. 

106  That  the  Department  of  Education  should  consider  the  development  of  a 
pilot  project  for  a  two-year  program  in  psychiatric  nursing,  similar  to  those 
offered  in  England  and  Alberta.  Graduates  from  such  a  program  would  be 
certified  as  psychiatric  nurses  on  the  special  register  of  the  College  of 
Nurses.  Opportunities  should  be  available  to  such  nurses  to  continue^their 
education,  and  with  approximately  one  further  year's  training  in  general 
nursing  they  should  be  eligible  for  qualification  as  a  registered  nurse. 

Pharmacy 

That  a  second  faculty  of  pharmacy  be  established  at  an  Ontario  university, 
as  part  of  a  health  sciences  centre,  in  order  to  maintain  an  adequate  supply 
of  pharmacists  in  the  province  of  Ontario. 

That  legislation  be  enacted  to  provide  that  retail  pharmacies  may  remain 
open  when  a  pharmacist  is  not  on  duty,  provided  that  all  drugs  and  medical 
preparations  which,  for  the  protection  of  the  public,  should  be  sold  only 
by  a  pharmacist  are  included  in  a  professional  section,  which  must  be  closed 
in  the  pharmacist's  absence. 
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109  That  hospitals  be  encouraged  but  not  required  by  law  to  have  a  registered 
pharmacist  in  charge  of  the  pharmacy,  and  that  there  should  be  assurance 
of  adequate  control  of  drugs  in  every  hospital.  Where  a  hospital  wishes  and 
is  able  to  hire  registered  pharmacists,  the  Ontario  Hospital  Services  Com- 
mission should  make  proper  provision  in  the  hospital  budget  to  pay  a 
professional  salary  to  such  a  pharmacist. 

110  That  an  emergency  pharmacy  service  should  be  established  in  hospitals 
which  would  provide  by  sale  such  drugs  as  are  necessary  as  part  of  emer- 
gency treatment  at  times  or  during  hours  when  it  would  be  difficult  for 
emergency  patients  to  have  prescriptions  filled  by  a  retail  pharmacy. 

111  That  an  immediate  review  be  made  by  the  health  insurance  authorities  of 
the  Government  of  Ontario  to  study  the  inclusion  of  drugs  and  pharmacy 
services  under  publicly  financed  health  insurance  and  to  ensure  that  if  these 
services  are  not  immediately  included,  there  is  not  a  resulting  distortion  in 
the  provision  of  health  care. 

112  That  the  Pharmacy  Act  be  amended  to  authorize  the  use  of  qualified  phar- 
macy assistants  working  in  pharmacies  under  the  direction  of  pharmacists. 

113  That  a  pilot  project  be  undertaken  at  a  College  of  Applied  Arts  and  Tech- 
nology, preferably  one  already  teaching  in  the  health  sciences,  to  establish 
an  appropriate  training  course  for  pharmacy  assistants. 

114  That  pharmacy  assistants  be  certified  by  the  Health  Disciplines  Regulation 
Board,  through  a  Division  for  pharmacy  assistants. 

115  That  programs  of  study  in  specialized  areas  of  pharmacy  be  made  available 
by  faculties  of  pharmacy  to  pharmacists  who  have  completed  their  under- 
graduate studies  in  pharmacy. 

116  That  a  program  for  ensuring  continuing  competence  be  implemented  for 
pharmacists  and  that  periodically,  perhaps  every  five  years,  every  phar- 
macist in  Ontario  be  required  to  present  to  the  Ontario  College  of  Pharmacy 
a  certificate  from  a  faculty  of  pharmacy  in  Ontario  stating  that  he  has 
maintained  a  satisfactory  level  of  competence  in  those  areas  of  pharmacy 
in  which  he  ordinarily  practises. 

117  That  the  Ontario  faculties  of  pharmacy  develop  the  standards  and  programs 
which  would  be  required  for  such  certification. 

118  That  the  requirement  of  the  College  of  Pharmacy  that  applicants  from 
outside  Ontario  reside  in  Ontario  for  six  months  before  being  eligible  to 
apply  for  licensing  as  a  pharmacist  be  abolished,  and  that  the  requirement 
to  complete  a  course  in  pharmaceutical  jurisprudence  not  be  permitted  to 
delay  unduly  the  applicant's  entry  to  the  profession. 

119  That  the  Pharmacy  Act  be  repealed  and  replaced  by  a  new  Act  which 
would  (a)  provide  for  the  regulation  of  the  profession  of  pharmacy  only,  and 
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(b)  terminate  the  control  of  the  Ontario  College  of  Pharmacy  over  education. 
The  Ontario  College  of  Pharmacy  should  be  continued,  and  should  continue 
to  be  responsible  for  the  licensing  and  discipline  of  members  of  the 
profession. 

120  That  there  be  representation  from  the  Department  of  Health  and  significant 
lay  representation  on  the  Council  of  the  Ontario  College  of  Pharmacy. 

121  That  separate  legislation  be  enacted  to  regulate  the  sale  of  pharmaceuticals 
and  the  operation  of  pharmacies  and  that  this  legislation  be  administered  by 
the  Health  Facilities  Board  in  a  manner  similar  to  that  now  found  in  Part  II 
of  the  Pharmacy  Act  for  the  regulation  of  pharmacies. 

122  That  the  Pharmacy  Act  be  revised  to  permit  pharmacists  in  Ontario  to  fill 
prescriptions  of  physicians  or  dentists  in  other  provinces  who  are  them- 
selves qualified  to  prescribe  in  their  own  provinces. 

123  That  unless  specifically  directed  by  the  physician  not  to  label  the  prescription 
on  each  occasion,  pharmacists  be  required  to  label  each  prescription  dispensed 
as  to  the  content  and  name  of  the  drug  contained  therein. 

124  That  no  change  be  made  in  the  law  now  found  in  the  Pharmacy  Act  with 
relation  either  to  the  existing  pre- 1954  corporate  charters,  or  to  the  existing 
requirement  that  majority  control  of  incorporated  pharmacies  remain  in  the 
hands  of  licensed  pharmacists;  but  that  the  matter  of  corporate  practice  be 
kept  under  review  by  the  Department  of  Health. 

Optometrists,  Ophthalmic  Assistants  and  Ophthalmic  Dispensers 

125  That  no  movements  of  educational  facilities  connected  with  the  healing 
arts  be  allowed  without  the  prior  consultation  of  the  appropriate  authorities 
including  the  proposed  Coordinating  Committee  of  the  Cabinet  on  Health 
Education,  the  Department  of  Health,  Department  of  Education  and  the 
Department  of  University  Affairs. 

126  That  the  medical  profession  not  interfere  with  the  choice  of  any  of  its 
members  to  participate  in  the  education  of  optometrists,  and  that  no  segment 
of  organized  medicine  interfere  with  the  freedom  of  any  physician  to  teach 
in  a  school  of  optometry  and  participate  in  its  educational  program. 

127  That  the  Optometry  Act  be  amended  to  permit  the  use  by  optometrists  of 
drugs  needed  for  diagnostic  purposes,  provided  that  undergraduate  programs 
in  the  use  and  effect  of  such  drugs  are  instituted,  and  that  optometrists 
now  practising  who  wish  to  use  drugs  meet  the  requirements  of  a  post- 
graduate course  to  be  offered  by  the  School  of  Optometry. 

128  That  the  expanded  diagnostic  functions  of  the  optometrist  should  not  be 
construed  as  an  invitation  to  treat  pathological  conditions  of  the  eye  but 
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rather  to  enable  optometrists  to  be  in  a  better  position  to  make  referrals 
of  patients  requiring  medical  care  to  an  ophthalmologist  or  other  appropriate 
physician. 

129  That  optometrists  continue  to  be  prohibited  by  law  from  using  the  title 
"Doctor",  with  or  without  a  qualification. 

130  That  children  under  six  years  of  age  be  permitted  optometric  care  by  an 
optometrist  only  on  referral  from  a  physician. 

131  That  the  Government  of  Ontario,  and  bodies  responsible  to  it,  take  appro- 
priate steps  to  encourage  and  facilitate  the  inclusion  of  optometrical  practice 
in  group  practice  teams,  community  health  centres  and  hospitals. 

132  That  a  program  for  ensuring  continuing  competence  be  implemented  for 
optometrists  and  that  periodically,  perhaps  every  five  years,  every  optometrist 
in  Ontario  be  required  to  present  to  the  College  of  Optometrists  a  certificate 
from  a  school  of  optometry  in  Ontario  stating  that  he  has  maintained  a 
satisfactory  level  of  competence  in  the  practice  of  optometry. 

133  That  the  School  of  Optometry  develop  the  standards  and  programs  which 
would  be  required  for  such  certification. 

134  That  the  control  of  education  of  optometrists  be  removed  from  the  College 
of  Optometrists  and  the  Optometry  Act,  and  that  graduates  in  optometry 
from  the  School  of  Optometry  at  the  University  of  Waterloo  or  from  any 
other  Ontario  university  that  may  hereafter  establish  a  school  of  optometry 
be  licensed  without  further  examination  by  the  College  of  Optometrists. 

135  That  contact  lenses  be  dispensed  only  on  a  written  prescription  for  contact 
lenses  of  an  optometrist  or  an  ophthalmologist. 

136  That  the  College  of  Optometrists  of  Ontario  continue  as  the  licensing  body 
for  optometrists,  but  that  there  be  representation  from  the  Department 
of  Health  and  significant  lay  representation  on  the  Board  of  the  College 
of  Optometrists. 

137  That  no  change  be  made  in  the  Optometry  Act,  section  15  (a),  subsections 
1  and  2  and  that  a  retail  merchant  should  not  be  prevented  from  employing 
an  optometrist  or  operating  an  optical  goods  department. 

138  That  the  Optometry  Act  require  that  optometrists  submit  to  their  patients 
an  itemized  bill  showing  charges  for  professional  fees  and  charges  for  goods 
supplied;  and  that,  if  it  wishes,  the  College  of  Optometrists  be  empowered 
to  declare  as  unprofessional  conduct  any  mark-up  by  an  optometrist  on 
ophthalmic  appliances. 

139  That  the  sale  of  ready-to-wear  eyeglasses  by  a  retail  merchant  at  his  place 
of  business  not  be  prohibited,  but  that  there  be  no  change  in  the  present 
provisions  of  section  21  (a)  of  the  Ophthalmic  Dispensers  Act  which  pro- 
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vide  that  "the  Lieutenant  Governor  in  Council  may  make  regulations  govern- 
ing or  restricting  such  sale  or  offering  for  sale  and  prescribing  the  terms  and 
conditions  thereof  and  designating  the  material  and  kind  of  spectacles  and 
eye  glasses  that  may  be  sold  out  of  this  section". 

140  That  ophthalmic  dispensers  not  be  prohibited  from  refilling  prescriptions 
for  eyeglasses  without  re-examination,  and  that  an  optometrist  or  ophthal- 
mologist provide  a  patient  with  a  written  prescription  after  an  examination 
to  permit  the  patient  to  retain  the  prescription  and  choose  his  own  supplier. 

141  That  the  fee  schedule  published  by  the  Optometrical  Association  of  Ontario 
be  a  matter  of  prior  negotiation  by  the  Association  and  the  Minister  of 
Health,  who  would  be  advised  by  the  proposed  Fee  Negotiations  Advisory 
Committee. 

142  That  the  Department  of  Education  encourage  the  development  of  a  formal 
training  program  for  ophthalmic  dispensers  in  either  a  College  of  Applied 
Arts  and  Technology  or  a  technical  school,  and  that  the  requirements  for 
licensing  of  ophthalmic  dispensers  be  changed  to  include  such  a  training  pro- 
gram and  to  provide  for  the  licensing  of  its  graduates  as  ophthalmic  dis- 
pensers, provided  that  they  serve  a  further  period  of  one  year  under  the 
direction  of  a  licensed  ophthalmic  dispenser  or  other  appropriate  person  as 
the  legislation  may  permit. 

143  That  an  Ophthalmic  Dispensers'  Educational  Advisory  Committee  be  ap- 
pointed to  advise  the  Minister  of  Education  on  matters  pertaining  to  the 
education  of  ophthalmic  dispensers  and  to  review  the  educational  programs 
for  ophthalmic  dispensers  and  examine  the  product  of  the  formal  training 
program  to  determine  whether  the  entire  period  of  training  for  ophthalmic 
dispensers  might  be  shortened  or  converted  to  this  system. 

144  That  the  present  entrance  requirement  of  grade  ten  to  undertake  training  as 
an  ophthalmic  dispenser  should  not  be  changed,  and  that  the  overall  period 
of  training  should  not  be  extended  beyond  that  presently  required. 

145  That  training  and  experience  in  fitting  of  contact  lenses  be  included  in  the 
basic  training  of  the  ophthalmic  dispenser  either  in  the  proposed  new  system 
of  education  or  under  the  present  system,  with  appropriate  examinations 
being  conducted  at  the  completion  of  the  training,  and  that  all  ophthalmic 
dispensers  successfully  completing  the  training  be  certified  as  contact  lens 
technicians  by  the  Health  Disciplines  Regulation  Board. 

146  That  the  fitting  of  contact  lenses  by  ophthalmic  dispensers  be  limited  to 
those  practitioners  who  have  successfully  completed  the  necessary  courses 
in  contact  lens  fitting  and  have  been  certified  as  a  contact  lens  technician  by 
the  Health  Disciplines  Regulation  Board. 

147  That  the  present  requirement  that  applicants  be  twenty-one  years  of  age 
before  being  licensed  as  ophthalmic  dispensers  be  eliminated. 
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148  That  ophthalmic  dispensers  be  licensed  by  the  Health  Disciplines  Regula- 
tion Board  through  a  Division  for  ophthalmic  dispensers. 

149  That  section  20(b)  of  the  Ophthalmic  Dispensers  Act  be  clarified  to  ensure 
that  safety  eyeglasses  are  excepted  from  the  supervision  of  a  licensed 
ophthalmic  dispenser  only  if  they  do  not  incorporate  a  prescription. 

150  That  advertising  by  ophthalmic  dispensers  should  be  reviewed  by  the  Health 
Disciplines  Regulation  Board. 

Mental  Health  Personnel 

151  That  a  high  priority  be  given  to  the  training  of  additional  psychiatrists  in 
Ontario. 

152  That  the  College  of  Physicians  and  Surgeons  of  Ontario  be  urged  to  estab- 
lish which  specific  specialty  qualifications  granted  outside  Canada  are  equi- 
valent to  those  granted  by  the  Royal  College  of  Physicians  and  Surgeons 
of  Canada  and  that  physicians  with  such  appropriate  specialty  qualifications, 
provided  they  are  appropriately  designated  as  specialists  in  the  jurisdiction 
in  which  they  should  be  eligible  to  be  so  designated,  should  be  included 
without  further  training  or  examination,  on  the  Specialist  Register  of  the 
College  of  Physicians  and  Surgeons  of  Ontario. 

153  That  continuing  education  programs  for  general  practitioners  should  place 
special  emphasis  on  psychiatric  treatment  in  order  that  general  practitioners 
may  be  better  trained  and  have  a  better  understanding  of  the  diagnosis  and 
treatment  of  mental  illness. 

154  That  the  psychiatric  content  of  medical  education  and  the  education  of  the 
new  "general  physician"  be  expanded  so  that  first-line  medical  practitioners 
can  play  larger  and  more  effective  roles  in  mental  health  care. 

155  That  a  Psychoanalysts  Certification  Act  be  enacted  to  establish  a  Psycho- 
analysts Certification  Board  and  to  prohibit  a  person  from  representing 
himself  to  be  a  psychoanalyst  unless  he  holds  a  certificate  of  registration 
issued  by  a  Psychoanalysts  Certification  Board.  No  exceptions  should  be 
made  to  this  restriction.  Such  an  Act  should  be  similar  in  form  to  that  of 
the  Psychologists  Registration  Act.  The  Act  should  permit  a  psychoanalyst 
who  is  not  a  medical  practitioner  to  take  patients  directly,  but  where  a 
patient  has  not  been  referred  by  a  qualified  medical  practitioner,  the  psycho- 
analyst must  arrange  for  a  medical  examination  to  ensure  that  the  problem 
is  not  physical  or  organic  in  nature  before  treating  the  patient. 

156  That  the  members  of  the  Psychoanalysts  Certification  Board  should,  as  in 
the  case  of  other  professional  regulatory  bodies,  be  elected  from  among  the 
registrants  with  representation  from  the  Department  of  Health  and  signifi- 
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cant  lay  representation  included  on  the  Board.  An  initial  Board,  however 
should  be  appointed  by  the  Lieutenant  Governor  in  Council  for  an  interim 
period. 

That  the  education  of  psychoanalysts  should,  as  soon  as  possible,  be  brought 
within  the  purview  of  a  recognized  educational  institution  and  that,  when 
feasible,  the  control  of  education  should  be  removed  from  the  regulatory 
body. 

That  at  universities  where  there  is  a  health  sciences  centre  and  no  clinical 
psychology  program,  departments  of  psychology  be  encouraged  to  establish 
a  clinical  psychology  program  and  that  clinical  psychology  should  be  repre- 
sented in  the  health  sciences  centre.  Where  no  program  of  clinical  psychology 
is  established  in  the  department  of  psychology  in  universities  with  a  health 
sciences  centre,  schools  of  clinical  psychology  should  be  established  within 
the  university  and  with  representation  on  the  health  sciences  centre  but  not 
attached  to  any  particular  faculty. 

159  That  special  funds  be  made  available  by  the  Province  of  Ontario  to  provide 
staff  and  encourage  research  in  the  universities  in  clinical  psychology,  in 
order  that  greater  numbers  of  students  may  be  encouraged  to  enter  this 
field  with  a  resulting  increase  in  the  number  of  clinical  psychologists. 

160  That,  if  it  is  necessary  to  provide  incentives  to  obtain  more  clinical  psy- 
chologists, the  profession  should  be  made  more  attractive  by  improvements 
m  salaries  and  working  conditions  rather  than  providing  special  subsidiza- 
tion of  the  education  of  individual  clinical  psychology  students. 

161  That  services  of  clinical  psychologists  should  be  covered  under  publicly 
financed  health  insurance  plans,  with  appropriate  safeguards  introduced  to 
ensure  that  coverage  is  given  only  for  essential  health  services. 

162  That  certified  clinical  psychologists  should  be  able  to  take  patients  directly, 
but  where  a  patient  has  not  been  referred  by  a  qualified  medical  practitioner,' 
psychologists  must  arrange  for  a  medical  examination  to  ensure  that  the 
problem  is  not  physical  or  organic  in  nature  before  treating  the  patient. 

163  That  legislation  be  enacted  for  the  certification  of  clinical  psychologists 
under  a  Clinical  Psychologists  Certification  Board. 

164  That  the  members  of  the  Clinical  Psychologists  Certification  Board  should, 
as  in  the  case  of  other  professional  regulatory  bodies,  be  elected  from  among 
the  registrants  with  representation  from  the  Department  of  Health  and  sisni^ 
ficant  lay  representation  included  on  the  Board.  The  initial  Board,  however, 
should  be  appointed  by  the  Lieutenant  Governor  in  Council  for  an  interim 
period. 

165  That  no  psychologist  except  one  certified  by  the  Clinical  Psychologists 
Certification  Board  be  permitted  to  hold  himself  out  as  qualified  "to  practise 
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in  the  field  of  mental  health.  Exemptions,  however,  should  be  allowed  for 
psychologists  in  the  employment  of  federal  or  provincial  governments  or  by 
a  university.  The  qualifications  for  certification  as  a  clinical  psychologist 
should  remain  at  the  Ph.D.  level  with  one  year's  experience  in  clinical 
psychology  continued  as  a  requirement. 

166  That  the  Clinical  Psychologists  Certification  Board  make  provisions  for 
certifying  persons  as  clinical  psychologists  who  have  received  their  training  in 
clinical  psychology  outside  Ontario  where  the  clinical  psychologist's  education 
and  experience  are  deemed  equivalent  to  that  which  is  required  in  Ontario. 

167  That  a  program  for  ensuring  continuing  competence  be  implemented  for 
clinical  psychologists  and  that  periodically,  perhaps  every  five  years,  every 
certified  clinical  psychologist  in  Ontario  be  required  to  present  to  the  Clinical 
Psychologists  Certification  Board  a  certificate  from  an  appropriate  university 
department  of  psychology,  stating  that  he  has  maintained  a  satisfactory  level 
of  competence  in  the  area  of  psychology  in  which  he  ordinarily  practises. 

168  That  the  university  departments  of  psychology  in  Ontario  develop  the  stand- 
ards and  programs  required  for  such  certification;  these  could  include  for- 
mal course  work,  contribution  to  the  profession  through  research  or  teaching 
or  other  appropriate  methods.  Such  standards  and  programs  should  take 
cognizance  of  the  nature  of  the  practice  of  individual  clinical  psychologists. 

169  That  programs  for  the  education  of  child  care  workers  be  established  in 
Colleges  of  Applied  Arts  and  Technology,  and  that  an  Educational  Advis- 
ory Committee  for  Child  Care  Work  be  appointed  to  advise  the  Minister  of 
Education  on  length  of  programs,  curriculum,  and  so  on.  Such  programs 
should  have  as  entrance  requirements  completion  of  grade  twelve  and  should 
be  not  longer  than  two  years.  Students  with  advanced  standing,  grade 
thirteen  or  some  university  credits  should  be  given  the  opportunity  to  com- 
plete the  course  in  less  time. 

170  That   any   education   programs   for   child   care   workers   be   carried   on   in 

cooperation  with  the  employers  of  child  care  workers  in  order  that  the 
educational  experience  may  be  as  profitable  as  possible  and  that  adequate 
opportunities  are  made  available  for  practical  experience. 

171  That  at  this  time,  child  care  institutions  not  be  prevented  from  conducting 
their  own  training  programs  for  child  care  workers  which  may  emphasize  a 
particular  philosophy  or  type  of  treatment. 

172  That  no  provincial  licensing  or  certification  be  introduced  at  this  time  for 
child  care  workers. 

173  That  the  Government  of  Ontario  and  the  universities  in  Ontario  place 
greater  emphasis  on  and  provide  more  financial  resources  for  research  into 
the  causes  and  treatments  of  mental  illness,  and  that  until  there  is  more 
substantial  evidence,  no  one  mode  of  therapy  be  emphasized  exclusively  in 
the  training  of  mental  health  workers. 
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174  That  increased  resources  be  devoted  to  the  production  of  more  medical  and 
psychiatric  social  workers.  We  note  the  experimentation  being  undertaken 
in  developing  different  levels  of  social  workers,  both  at  the  undergraduate 
and  graduate  (Bachelor's  and  Master's)  level  in  university  and  at  the  diploma 
level  in  Colleges  of  Applied  Arts  and  Technology,  and  recommend  that  pro- 
grams continue  to  be  developed  at  all  levels  to  meet  the  needs  of  the  com- 
munity for  varying  levels  of  social  service  personnel. 

175  That  medical  and  psychiatric  social  work  be  considered  a  specialty  of  gen- 
eral social  work  at  the  graduate  level,  and  that  programs  in  medical  and 
psychiatric  social  work  be  made  available  for  social  workers  wishing  to 
pursue  their  studies  in  these  areas. 

176  That  programs  should  be  established  for  social  workers  with  either  B.S.W. 
or  M.S.W.  degrees  to  take  further  training  in  psychiatric  social  work,  and 
that  such  programs  be  made  available  through  the  existing  schools  of 
social  work. 

Chiropody 

177  That  the  existing  Chiropody  Act  be  repealed  and  new  legislation  enacted, 
to  permit  the  practice  of  chiropodists  in  Ontario  with  training  similar  to 
that  received  by  chiropodists  in  Britain,  and  with  a  scope  of  practice  similar 
to  that  permitted  to  chiropodists  in  Britain. 

178  That  a  course  in  chiropody  be  established  in  Ontario  either  in  a  College  of 
Applied  Arts  and  Technology  or  in  some  other  appropriate  educational 
institution. 

179  That  such  a  course  in  chiropody  should  be  not  longer  than  three  years, 
having  an  entrance  requirement  initially  of  grade  thirteen  with  the  possibility 
that,  upon  review  by  the  Department  of  Health  and  the  Ontario  Council  of 
Health,  those  with  grade  twelve  might  be  considered  at  a  later  date.  The 
course  should  be  similar  to  the  training  programs  for  British  chiropodists. 

180  That  chiropodists  not  be  permitted  to  practise  surgery,  other  than  minor 
cutting  of  the  skin  which  may  be  required  in  the  treatment  of  such  matters 
as  ingrown  toenails. 

181  That  chiropodists  not  be  given  the  right  to  prescribe  drugs  or  to  use  anaes- 
thetics other  than  topical.  However,  the  Committee  urges  that  this  limitation 
be  kept  under  study  by  the  Department  of  Health  and  the  Ontario  Council 
of  Health  to  see  if  it  should  be  modified  in  the  future. 

182  That  chiropodists  should  not  have  the  right  to  use  x-ray  facilities  directly. 
but  should  be  empowered  to  refer  patients  to  hospitals  or  private  x-ray 
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facilities  in  order  to  obtain  necessary  x-ray  pictures  for  the  diagnosis  of 
foot  problems,  and  that  the  x-ray  pictures  should  be  given  to  the  chiropo- 
dist. 

183  That  there  be  included  in  the  new  legislation  governing  chiropody  an  exemp- 
tion to  permit  American-trained  chiropodists  presently  practising  in  Ontario 
to  continue  to  use  x-ray  diagnostic  equipment  directly. 

184  That  chiropodists  have  access  to  public  as  well  as  private  laboratory  facili- 
ties for  necessary  tests  on  their  patients,  but  that  the  interpretation  of  these 
tests  should  be  done  by  a  competent  person  operating  the  laboratory  with 
the  interpretation  then  being  given  to  the  chiropodist,  and  that  if  the  results 
indicate  a  condition  beyond  the  scope  of  treatment  of  a  chiropodist,  there 
should  be  mandatory  referral  of  the  patient  to  an  appropriate  physician. 

185  That  chiropodists'  services  in  hospitals  be  covered  by  hospital  insurance, 
and  that  provision  for  payment  of  the  salaries  of  chiropodists  in  hospitals 
as  requested  be  included  by  the  Ontario  Hospital  Services  Commission  in 
the  budget  of  the  requesting  hospital. 

186  That  chiropodists  should  be  regarded  as  independent  practitioners  entitled 
to  carry  on  private  practice  without  referral  from  physicians  and  that  their 
training  enable  them  to  know  when  to  make  referrals  to  physicians. 

187  That  physicians  should  be  encouraged  to  teach  in  schools  of  chiropody,  and 
that  any  existing  barriers  to  teaching  by  physicians  be  removed. 

188  That  chiropodists  continue  to  be  prohibited  by  law  from  using  the  title 
"Doctor",  with  or  without  a  qualification. 

189  That  in  the  treatment  of  foot  conditions  within  the  scope  of  practice  of  a 
chiropodist  and  covered  under  the  Ontario  Health  Services  Insurance  Plan, 
patients  should  have  free  choice  of  the  services  of  a  physician  or  a  chiropo- 
dist. 

190  That  chiropodists,  educated  at  an  approved  school  of  chiropody  in  Britain 
or  elsewhere  in  schools  providing  training  equivalent  to  the  training  recom- 
mended in  Recommendation  179,  should  be  entitled  to  practise  in  Ontario. 

191  That  chiropodists  be  licensed  by  the  Health  Disciplines  Regulation  Board 
through  a  Division  for  chiropodists. 

192  That  the  fee  schedule  published  by  the  Ontario  Podiatry  Association  be  a 
matter  of  prior  negotiation  by  the  Association  and  the  Minister  of  Health, 
who  would  be  advised  by  the  proposed  Fee  Negotiations  Advisory  Com- 
mittee. 

Health  Therapists 

193  That  the  Ontario  Council  of  Health  and  the  Department  of  Health  exam- 
mine  experience  elsewhere  and  undertake  controlled  experiments  to  study 
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how  alterations  in  the  role  and  function  of  physiotherapists  and  physio- 
therapy technicians  might  prove  beneficial  to  hospitals  or  other  employing 
agencies  as  well  as  to  the  employees  themselves. 

194  That  the  services  of  licensed  physiotherapists  in  private  practice  be  covered 
under  publicly  financed  health  insurance  plans  wherever  the  treatments 
are  provided. 

195  That  the  fee  schedule  for  physiotherapists  be  a  matter  of  prior  negotiation 
by  the  physiotherapists  and  the  Minister  of  Health,  who  would  be  advised 
by  the  proposed  Fee  Negotiations  Advisory  Committee. 

196  That  the  present  educational  programs  for  physiotherapists  located  in  uni- 
versities should  continue  but  that  such  programs  should  take  place,  where 
possible,  within  schools  of  health  sciences. 

197  That  if  studies  recommended  regarding  the  role  of  physiotherapy  personnel 
reveal  there  is  a  need  for  a  second  level  physiotherapist,  such  personnel  should 
be  educated  in  programs  at  the  Colleges  of  Applied  Arts  and  Technology. 

198  That  educational  programs  for  physiotherapists  at  universities  presently 
offering  diploma  programs  be  upgraded  to  degree  courses  as  soon  as  feasible. 

199  That  graduates  from  diploma  courses  in  physiotherapy  be  able  to  continue 
into  degree  programs  with  appropriate  credits  being  given  for  their  diploma 
courses. 

200  That  accreditation  of  schools  of  physiotherapy  in  Ontario  should  continue 
to  be  under  the  auspices  of  the  Canadian  Physiotherapy  Association  and  the 
Canadian  Medical  Association. 

201  That  the  internship  period  required  by  the  Canadian  Physiotherapy  Asso- 
ciation for  membership  in  that  Association  and  for  registration  as  a  physio- 
therapist in  Ontario  should  continue  for  the  present,  with  internship  pro- 
grams being  accredited  jointly  by  the  Canadian  Physiotherapy  Association 
and  the  Canadian  Medical  Association. 

202  That  a  Master's  degree  program  for  physiotherapists  be  established  in  at 
least  one  Ontario  university  as  soon  as  possible  to  develop  the  necessary 
teaching  and  research  personnel  required  in  physiotherapy. 

203  That  a  program  for  ensuring  continuing  competence  be  implemented  for 
physiotherapists  and  that  periodically,  perhaps  every  five  years,  every  physio- 
therapist in  Ontario  be  required  to  present  to  the  Health  Disciplines  Regu- 
lation Board  a  certificate  from  an  accredited  school  of  physiotherapy  in 
Ontario  stating  that  she  has  maintained  a  satisfactory  level  of  competence 
in  the  practice  of  physiotherapy. 

204  That  the  accredited  schools  of  physiotherapy  in  Ontario  develop  the  stand- 
ards and  programs  which  would  be  required  for  such  certification. 
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205  That  refresher  programs  for  physiotherapists  should  be  established  in  order 
to  attract  into  employment  some  of  the  qualified  physiotherapists  not  now 
in  practice. 

206  That  physiotherapists  be  licensed  by  the  Health  Disciplines  Regulation 
Board,  through  a  Physiotherapy  Division  of  the  Board. 

207  That  the  Health  Disciplines  Regulation  Board  attempt  to  develop  standards 
of  licensure  for  physiotherapists  which  could  be  recognized  by  other  prov- 
inces in  Canada  and  promote  nation-wide  recognition  of  standards  for  the 
greater  mobility  of  physiotherapists. 

208  That  the  Health  Disciplines  Regulation  Board  be  empowered  to  license  as 
physiotherapists,  persons  who  have  received  training  in  physiotherapy  out- 
side Ontario,  equivalent  to  that  given  in  Ontario,  and  that  the  Board  should 
determine  such  equivalents. 

209  That  physiotherapists  educated  in  Ontario  at  educational  institutions  with 
accredited  physiotherapy  programs,  who  have  completed  such  practical 
experience  as  may  be  required  by  the  Health  Disciplines  Regulation  Board, 
be  automatically  licensed  without  further  examination. 

210  That  if,  as  a  result  of  further  studies  of  the  role  of  physiotherapists,  the 
need  for  physiotherapy  technicians  is  established,  such  technicians  should 
also  be  licensed  by  the  Health  Disciplines  Regulation  Board. 

211  That  improved  salary  schedules  for  occupational  therapists  be  developed  by 
the  Ontario  Hospital  Services  Commission  in  order  to  encourage  more 
persons  to  enter  occupational  therapy,  and  that  greater  efforts  be  made  to 
recruit  more  men  into  this  occupation. 

212  That  at  least  one  pilot  project  for  educating  occupational  therapists  in  a 
program  offered  in  an  appropriate  College  of  Applied  Arts  and  Technology 
be  undertaken,  and  that  immediate  studies  be  made  by  the  Department  of 
Health  and  the  Council  of  Health  on  the  role  of  occupational  therapists 
trained  in  such  programs,  and  their  contribution  to  the  health  system.  When 
such  a  course  is  introduced,  an  Educational  Advisory  Committee  should  be 
appointed  to  advise  the  Minister  of  Education  on  such  matters  as  cur- 
riculum, and  length  of  program,  as  outlined  in  Chapter  26. 

213  That  encouragement  be  given  to  the  development  of  degree  programs  for 
occupational  therapists  at  universities  in  Ontario  presently  teaching  other 
health  disciplines. 

214  That  a  graduate  program  in  occupational  therapy  should  be  established  as 
soon  as  possible  in  at  least  one  university  in  Ontario. 

215  That  refresher  programs  be  made  available  for  occupational  therapists 
through  educational  institutions  in  order  to  attract  into  employment  some  of 
the  qualified  occupational  therapists  not  now  in  practice. 
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216  That  programs  in  physiotherapy  and  occupational  therapy  be  separated 
with  some  basic  courses  taken  together  where  appropriate,  and  that  both 
programs  be  offered  within  a  school  of  health  therapy  within  a  health 
sciences  centre  where  feasible. 

217  That  occupational  therapists  be  certified  by  the  Health  Disciplines  Regula- 
tion Board  through  an  Occupational  Therapy  Division  of  the  Board. 

218  That  remedial  gymnastics  be  recognized  as  an  important  aspect  of  rehabili- 
tative therapy  and  that  encouragement  be  given  to  the  teaching  of  remedial 
gymnastics  in  educational  programs  for  physiotherapists  or  physiotherapy 
technicians  as  appropriate. 

219  That  the  control  of  education  programs  for  remedial  gymnasts  be  under  the 
Department  of  Education. 

220  That  a  Health  Therapy  Education  Advisory  Committee  be  appointed,  advis- 
ory to  the  Minister  of  Education,  composed  of  persons  knowledgeable  in 
the  fields  of  remedial  gymnastics  and  massage  therapy,  from  hospital  associa- 
tions, the  Department  of  Health  and  the  Department  of  Education  and  which 
would  make  recommendations  regarding  entrance  requirements,  course  length 
and  establishment  of  new  programs  in  health  therapy  in  educational  institu- 
tions such  as  Colleges  of  Applied  Arts  and  Technology. 

221  That  a  pilot  project  be  established  for  the  training  of  remedial  gymnasts  in 
an  appropriate  College  of  Applied  Arts  and  Technology. 

222  That  remedial  gymnasts  be  certified  by  the  Health  Disciplines  Regulation 
Board  through  a  Remedial  Gymnasts  Division.  Remedial  gymnasts  now 
eligible  for  membership  in  the  Association  of  Remedial  Gymnasts  of  Ontario 
should  automatically  be  eligible  for  certification  by  the  Board. 

223  That  remedial  gymnasts  should  be  limited  to  providing  treatment  only  on 
the  prescription  of  a  physician  or  under  the  direction  of  a  physiotherapist 
acting  on  the  prescription  of  a  physician. 

224  That  remedial  gymnastic  services  should  be  included  for  coverage  under 
publicly  financed  health  insurance  plans  as  appropriate. 

225  That  at  least  one  educational  program  for  massage  therapists  should  be 
introduced  in  an  appropriate  College  of  Applied  Arts  and  Technology  and 
that  the  Health  Therapy  Educational  Advisory  Committee  should  advise 
the  Minister  of  Education  on  the  length  of  the  program,  entrance  require- 
ments, and  related  matters. 

226  That  once  training  programs  in  massage  therapy  are  introduced  under  the 
jurisdiction  of  the  Department  of  Education,  only  masseurs  educated  in 
such  approved  programs  be  eligible  for  licensing  as  massage  therapists  by 
the  Health  Disciplines  Regulation  Board. 
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227  That  the  Health  Therapy  Educational  Advisory  Committee  should  imme- 
diately study  the  appropriateness  of  establishing  at  least  one  program  in  a 
College  of  Applied  Arts  and  Technology  for  training  health  therapy  tech- 
nicians with  opportunities  for  the  students  to  specialize  in  remedial  gym- 
nastics, massage  therapy  or  hydrotherapy. 

228  That  the  present  Drugless  Practitioners  Act  be  repealed  and  the  Board  of 
Directors  of  Masseurs  abolished,  and  that  the  regulation  of  general  mas- 
seurs be  transferred  to  a  government  department  or  agency,  other  than  the 
Department  of  Health,  but  that  those  masseurs  who  wish  to  provide  mas- 
sage therapy  be  required  to  be  licensed  by  the  Health  Disciplines  Regulation 
Board  through  a  Massage  Therapy  Division. 

229  That  masseurs  presently  registered  by  the  Board  of  Directors  of  Masseurs 
should  not  be  eligible  for  licensing  automatically  by  the  Health  Disciplines 
Regulation  Board,  but  that  the  Massage  Therapy  Division  should  examine 
the  qualifications  of  each  applicant  and,  where  necessary,  establish  exami- 
nations or  arrange  for  further  training  of  applicants  to  ensure  they  have 
adequate  qualifications  to  provide  massage  therapy  services.  Those  mas- 
seurs licensed  by  the  Health  Disciplines  Regulation  Board  should  be  des- 
ignated as  massage  therapists  and  limited  to  the  system  of  treatment  of 
massage  therapy  as  defined  in  Recommendation  231  and  permitted  to  pro- 
vide massage  therapy  only  upon  the  prescription  of  a  qualified  physician 
or  under  the  direction  of  a  registered  physiotherapist  who  has  received 
such  a  prescription. 

230  That  persons  trained  in  massage  therapy  outside  Ontario,  but  who  have 
qualifications  similar  to  those  required  in  Ontario,  be  licensed  by  the  Health 
Disciplines  Regulation  Board  despite  a  lack  of  prerequisite  education  prior 
to  completion  of  educational  programs  in  massage  therapy. 

231  That  the  system  of  treatment  that  may  be  carried  out  by  a  massage  thera- 
pist be  defined  as  the  treatment  of  persons  by  (a)  kneading,  rubbing  and 
massaging  of  the  body  without  adjusting  or  attempting  to  adjust  any  boney 
structure  thereof,  (b)  use  of  steam,  electric  light,  vapour  or  fume  baths  and 
(c)  the  use  of  thermal  or  ultraviolet  lamps. 

232  That  massage  therapy  treatments  prescribed  by  a  qualified  physician  and 
given  by  a  licensed  massage  therapist,  a  physiotherapist,  or  other  practitioner 
qualified  to  give  the  treatments,  be  covered  by  publicly  financed  health 
insurance  plans. 

233  That  the  Department  of  Health  undertake  a  review  of  salaries  and  working 
conditions,  and  other  factors  affecting  the  recruitment  and  employment  of 
speech  therapists  and  audiologists  to  ensure  that  conditions  are  as  conducive 
as  possible  to  attracting  greater  numbers  of  personnel  into  this  area  of  health 
services. 
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234  That  speech  therapists  directing  speech  therapy  programs  in  the  school 
system  not  be  required  to  qualify  as  classroom  teachers,  and  that  more 
teachers  be  trained  as  speech  correctionists  who  could  assist  qualified  speech 
therapists  in  the  detection  and  treatment  of  speech  disorders  among  school 
children. 

235  That  separate  undergraduate  degree  programs  in  speech  therapy  and  audi- 
ology  be  developed  as  soon  as  possible  in  Ontario  universities  teaching  other 
health  sciences,  and  that  these  programs  be  included  in  a  school  of  health 
therapy  where  developed;  but  where  no  school  of  health  therapy  exists,  edu- 
cational programs  for  speech  therapists  and  audiologists  should  be  taught 
within  the  Faculty  of  Medicine,  with  care  taken  to  ensure  that  no  medical 
specialty  dominates  in  the  development  of  the  curriculum  and  that  there  is 
adequate  emphasis  on  the  social  and  psychological  aspects  of  the  training 
as  well  as  on  physical  medicine. 

236  That,  as  soon  as  feasible,  at  least  one  university  in  Ontario  which  develops 
undergraduate  degree  programs  in  speech  therapy  and  audiology,  also  estab- 
lish postgraduate  programs  in  speech  therapy  and  audiology  leading  to  a 
Master's  degree. 

237  That  special  programs  for  training  speech  correctionists  be  established  by 
university  schools  of  speech  therapy,  and  that  such  programs  should  be 
offered  during  the  summer  in  order  to  make  them  available  to  teachers 
wishing  to  obtain  special  training  in  speech  problems. 

238  That  a  program  for  ensuring  continuing  competence  be  implemented  for 
speech  therapists  and  audiologists  and  that  periodically,  perhaps  every  five 
years,  every  speech  therapist  and  audiologist  in  Ontario  be  required  to 
present  to  the  Health  Disciplines  Regulation  Board  a  certificate  from  an 
accredited  school  of  speech  therapy  or  audiology  in  Ontario  stating  that  he 
has  maintained  a  satisfactory  level  of  competence  in  the  practice  of  speech 
therapy  or  audiology. 

239  That  the  accredited  schools  of  speech  therapy  and  audiology  in  Ontario 
develop  the  standards  and  programs  which  would  be  required  for  such 
certification  and  that  the  Ontario  Council  of  Graduate  Studies  see  that  proper 
accrediting  arrangements  are  made  for  accrediting  schools  of  speech  therapy 
and  audiology. 

240  That  speech  therapists  and  audiologists  be  certified  by  the  Health  Discip- 
lines Regulation  Board  through  Divisions  of  the  Board  for  speech  therapy 
and  audiology. 

241  That  the  Health  Disciplines  Regulation  Board  accept  for  certification  speech 
therapists  and  audiologists  who  have  received  their  education  in  speech 
therapy  or  audiology  outside  Ontario,  but  whose  education  is  equivalent  to 
that  given  in  Ontario. 
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I'M  That  speech  and  hearing  services  should  be  provided  throughout  the  prov- 
ince, preferably  in  conjunction  with  other  health  services,  in  clinics,  group 
practices,  or  hospital  outpatient  departments  where  feasible. 

243  That  essential  health  services  provided  by  speech  therapists  and  audiologists 
be  included  under  publicly  financed  health  insurance  plans,  but  that  only 
speech  therapists  and  audiologists  who  are  certified  by  the  Health  Disciplines 
Regulation  Board  be  eligible  for  such  payment.  Payment  by  the  health 
insurance  authority  should  be  made  only  if,  before  treatment  by  the  speech 
therapist  or  diagnostic  evaluation  by  the  audiologist,  the  patient  has  been 
referred  to  a  qualified  physician  for  a  physical  examination  to  ensure  there 
are  no  other  attributing  organic  problems  requiring  medical  treatment  by 
a  physician. 

244  That  legislation  be  enacted  to  require  that  no  hearing  aid  may  be  fitted  or 
sold  for  a  child  under  the  age  of  twelve  without  a  written  prescription 
from  a  qualified  physician,  and  that  there  be  a  mandatory  referral  of  the 
child  to  the  physician  after  the  hearing  aid  is  fitted. 

245  That  the  regulation  of  hearing  aid  dispensers  come  within  the  purview  of 
government  agencies  concerned  with  consumer  protection  legislation  rather 
than  health  care  legislation. 

Dietitians  and  Medical  Record  Personnel 

246  That  the  Department  of  Education  be  responsible  for  the  education  of  medical 
record  personnel  and  that  educational  programs  for  medical  record  person- 
nel be  transferred  to  Colleges  of  Applied  Arts  and  Technology  where  feas- 
ible. An  Educational  Advisory  Committee  for  medical  record  personnel 
should  be  established  to  advise  the  Minister  of  Education  on  proposed  edu- 
cational programs  for  medical  record  personnel,  and  on  the  length  and  con- 
tent of  such  programs,  and  to  accredit  all  educational  programs  for  medical 
record  personnel. 

247  That  medical  record  personnel  be  certified  by  the  Health  Disciplines  Regu- 
lation Board,  through  a  Division  for  Medical  Record  Personnel,  and  that 
various  levels  of  certification  be  developed  as  required  to  differentiate 
between  librarians,  technicians  and  clerks. 

Health  Technologists 

248  That  the  Department  of  Health  and  the  Ontario  Council  of  Health  keep  a 
close  watch  on  the  requirements  for  all  types  of  health  technologists  and 
undertake  long-range  planning  in  order  to  anticipate  the  needs  in  Ontario 
for  such  personnel.  At  the  same  time  the  Council  should  undertake  con- 
tinuing research  to  determine  the  need  and  role  for  new  kinds  of  health 
technologists  and  to  make  provision  for  the  education  and  regulation  of 
such  groups  as  they  develop. 
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249  That  the  Research  and  Planning  Branch  of  the  Department  of  Health  in 
conjunction  with  the  Research  Unit  of  the  Ontario  Hospital  Services  Com- 
mission undertake  studies  on  the  utilization  and  role  of  health  technologists 
in  both  hospital  and  private  settings.  Such  studies  should  include  a  review 
of  working  conditions  for  these  groups  and  attempts  should  be  made  to 
encourage  employers  to  improve  working  conditions  in  order  to  attract 
greater  numbers  into  these  occupations. 

250  That  efforts  be  made  by  the  Department  of  Health  and  the  voluntary  asso- 
ciations to  attract  into  employment  some  of  the  qualified  technologists  not 
presently  employed;  and  that  employers  review  their  employment  needs  in 
order  that,  where  possible,  part-time  employment  opportunities  may  be 
developed  for  health  technologists. 

251  That  a  continuous  review  of  salaries  of  health  technologists  be  made  by  the 
Department  of  Health  and  the  Ontario  Council  of  Health,  and  that  where 
unattractive  salaries  have  been  the  main  factor  in  depressing  the  numbers 
entering  these  occupations,  appropriate  steps  be  taken  to  increase  salary 
levels. 

252  That  control  of  education  programs  for  health  technologists  be  transferred 
to  the  Department  of  Education;  and  that  a  Health  Technology  Education 
Advisory  Committee  be  established  to  advise  the  Minister  of  Education  on 
proposed  educational  programs  for  health  technologists  and  the  length  and 
content  of  such  programs. 

253  That  new  programs  in  health  technology  should  be  conducted  in  Colleges 
of  Applied  Arts  and  Technology  and  that  existing  programs  in  hospitals 
and  regional  schools  be  transferred  to  such  colleges  as  feasible. 

254  That  training  bursaries  or  such  general  grants  as  are  necessary  to  attract 
appropriate  numbers  into  the  training  programs  for  health  technology 
should  be  made  available  by  the  Province  of  Ontario  without  reference  to 
the  type  of  institution  in  which  training  is  undertaken. 

255  That  the  teaching  function  of  the  Toronto  Institute  for  Training  in  Techno- 
logical Aspects  of  Medicine  be  incorporated  into  a  health  sciences  division 
of  a  College  of  Applied  Arts  and  Technology  or  Ryerson  Institute,  and 
that  Colleges  of  Applied  Arts  and  Technology  develop  health  science  divi- 
sions to  coordinate  the  training  of  workers  in  the  health  sciences,  including 
health  technologists. 

256  That  accreditation  of  education  programs  for  health  technologists  be  under- 
taken by  the  Health  Technology  Education  Advisory  Committee. 

257  That  the  Health  Technology  Education  Advisory  Committee  keep  under 
constant  review  the  entrance  requirements  and  length  of  courses  required 
for  radiological  technicians  and  medical  laboratory  technologists. 
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258  That  educational  programs  for  health  technologists  such  as  the  one  for 
medical  laboratory  technologists  offered  at  the  Algonquin  College  of 
Applied  Arts  and  Technology  be  encouraged  and  that  the  arrangement  of 
the  didactic  and  practical  portions  of  programs  be  undertaken  in  a  variety 
of  ways.  As  the  Committee  has  reservations  regarding  the  necessity  of 
lengthy  internship  periods  for  health  technologists  this  aspect  of  the  train- 
ing should  be  reviewed  closely  by  the  Health  Technology  Education  Advis- 
ory Committee. 

259  That  the  Department  of  Education  ensure  that  appropriate  training  programs 
are  established  for  electroencephalograph  technicians,  medical  electronics 
technicians  and  inhalation  therapy  technicians. 

260  That  opportunities  for  health  technologists  to  undertake  advanced  training 
be  made  available  at  educational  institutions  teaching  health  technology, 
and  that  the  academic  portion  of  such  programs  be  under  the  control  of  the 
Department  of  Education. 

261  That  refresher  courses  be  sponsored  for  health  technologists  in  order  to 
attract  into  employment  some  of  the  qualified  technologists  not  presently  em- 
ployed. Such  courses  should  be  made  available  through  the  educational  insti- 
tutes training  health  technologists  in  cooperation  with  affiliated  hospitals. 

262  That  hospitals  and  others  concerned  with  the  need  for  health  technologists 
make  information  available  to  students  about  job  opportunities  and  the  kind 
of  skills  required  for  careers  in  health  technology.  This  should  be  done  both 
in  high  schools  and  in  universities. 

263  That  health  technologists  be  certified  by  the  Health  Disciplines  Regulation 
Board  through  a  Health  Technologists  Division. 

264  That  the  Health  Disciplines  Regulation  Board  attempt  to  develop  standards 
of  certification  which  will  be  recognized  by  other  provinces  in  Canada  and 
promote  nation-wide  recognition  of  standards  to  facilitate  the  mobility  of 
health  technologists. 

265  That  the  Health  Disciplines  Regulation  Board  be  empowered  to  certify 
health  technologists  trained  outside  Ontario  who  have  received  training 
equivalent  to  that  required  in  Ontario,  and  that  the  Board  have  power  to 
determine  such  equivalents. 

266  That  those  technologists  trained  within  Ontario  at  institutions  accredited 
by  the  Health  Technology  Education  Advisory  Committee,  upon  receiving 
the  appropriate  diploma,  be  certified  by  the  Health  Disciplines  Regulation 
Board  without  further  examination. 

267  That  a  health  technologist  who  has  not  been  employed  in  his  field  for  a 
period  of  three  years  and  has  not  maintained  his  certification  should  be 
required  to  take  a  refresher  course  at  an  appropriate  educational  institu- 
tion before  being  eligible  for  recertification. 
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Medical  Laboratories,  X-ray  Laboratories,  and  Clinical  Chemists 

268  That  legislation  be  enacted  for  the  licensing  of  private  clinical  laboratories 
and  that  such  legislation  permit  the  supervision  of  such  laboratories  to  be 
under  the  control  of  either  qualified  physicians  or  persons  with  an  adequate 
background  in  scientific  fields,  as  applicable.  The  Health  Facilities  Board 
should  be  responsible  for  the  administration  of  this  licensing  program,  as  well 
as  for  the  establishment  of  standards  for  clinical  laboratories,  the  determina- 
tion of  qualifications  for  personnel  working  in  such  laboratories,  the  inspec- 
tion of  clinical  laboratories,  and  the  development  of  quality  control  programs 
and  programs  to  improve  techniques  and  quality  in  the  laboratory  field. 

269  That  insurance  payments  from  the  Ontario  Health  Services  Insurance  Plan 
for  laboratory  tests  should  not  be  restricted  to  those  laboratories  where  the 
tests  are  conducted  under  the  supervision  of  a  physician,  but  should  be 
available  to  any  licensed  laboratory. 

270  That  laboratories  and  x-ray  facilities  in  hospitals  should  be  covered  by  the 
regulations  governing  clinical  laboratories  and  x-ray  laboratories,  and  that 
the  Ontario  Hospital  Services  Commission  may  designate  the  Health  Facili- 
ties Board  to  undertake  inspection  of  such  facilities  in  hospitals. 

271  That  fee  schedules  for  tests  performed  by  clinical  laboratories  should  be  a 
matter  of  prior  negotiation  by  the  clinical  laboratories  and  the  Minister  of 
Health  who  would  be  advised  by  the  proposed  Fee  Negotiations  Advisory 
Committee. 

272  That  licensed  osteopaths  be  permitted  to  send  specimens  to  licensed  labora- 
tories for  tests  which  are  relevant  to  their  practice,  and  that  the  laboratories 
be  required  to  report  the  results  to  them. 

273  That  the  regulations  governing  the  installation  and  use  of  x-ray  sources 
should  be  administered  by  the  Health  Facilities  Board. 

Osteopaths 

274  That  manipulative  services  which  osteopaths  presently  perform,  and  which 
would  be  covered  by  OHSIP  if  performed  by  a  physician  or  physiotherapist, 
should  be  covered  by  OHSIP  if  provided  by  an  osteopath. 

275  That  the  present  Drugless  Practitioners  Act  be  repealed  and  new  legislation 
enacted  to  regulate  the  practice  of  osteopathy,  and  to  provide  for  the  licens- 
ing of  osteopaths  under  the  jurisdiction  of  the  Health  Disciplines  Regula- 
tion Board. 

276  That  the  scope  of  practice  for  osteopaths  licensed  by  the  Health  Disciplines 
Regulation  Board  should  not  be  extended  beyond  that  which  is  presently 
permitted  osteopaths  under  the  Drugless  Practitioners  Act. 
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277  That  osteopaths  licensed  by  the  Health  Disciplines  Regulation  Board  con- 
tinue to  be  prohibited  by  law  from  using  the  title  "Doctor",  with  or  with- 
out a  qualification. 

Chiropractors 

278  That,  in  order  to  preserve  chiropractic  technique,  and  to  bring  about  coop- 
eration between  physicians  and  chiropractors  for  the  benefit  of  the  public, 
new  arrangements  be  made  for  chiropractic  education,  bringing  it  within  the 
publicly  supported  and  administered  system  of  education  for  the  health 
disciplines,  locating  it  in  an  appropriate  College  of  Applied  Arts  and  Tech- 
nology or  other  similar  post-secondary  educational  institution  where  chiro- 
practic students  may  receive  instruction  from  physicians  and  other  scientists 
as  well  as  from  chiropractors. 

279  That  the  educational  program  for  chiropractors  be  so  designed  as  to  ensure 
first,  that  chiropractic  students  be  made  aware  of  the  limitations  of  manipu- 
lative therapy,  and  second,  that  chiropractic  students  not  be  misled,  or  be 
likely  to  mislead  their  patients,  as  to  their  ability  to  diagnose. 

280  That  chiropractors  continue  to  be  restricted  to  the  scope  of  practice  allowed 
by  the  existing  Drugless  Practitioners  Act. 

281  That  the  public  continue  to  be  free  to  consult  chiropractors  directly  and 
without  medical  referral,  but  that  before  chiropractic  treatment  is  com- 
menced a  differential  diagnosis  by  a  qualified  physician  be  required  to 
ensure  that  manipulative  therapy  is  not  contra-indicated;  however,  a  physi- 
cian should  not  in  any  way  prevent  a  patient  from  resorting  to  chiropractic 
treatment  if  the  patient  so  desires. 

282  That  manipulative  services  which  chiropractors  presently  perform  and  which 
if  performed  by  another  health  practitioner  would  be  covered  by  OHSIP,  be 
covered  by  OHSIP  if  provided  by  a  chiropractor,  but  that  it  be  a  condition 
of  such  insurance  payment  that  the  patient  produce  evidence  that  a  medical 
diagnosis  has  been  made. 

283  That  the  Ontario  Council  of  Health  and  the  Department  of  Health  under- 
take a  continuing  surveillance  of  relations  between  medicine  and  chiroprac- 
tic to  ensure  that  physicians  do  not  interfere  with  the  right  of  patients  to 
seek  chiropractic  treatment. 

284  That  it  be  declared  to  be  contrary  to  public  policy  for  medical  bodies  to 
attempt,  either  officially  or  unofficially,  to  prevent  members  of  the  medi- 
cal profession  from  teaching  students  of  other  health  disciplines  including 
chiropractic  and  that  the  medical  profession  reassess  its  attitude  towards 
chiropractic,  to  ensure  that  physicians  do  not  discriminate  against  chiro- 
practors and  patients  of  chiropractors,  or  inhibit  physicians  from  teaching 
chiropractic  students. 

285  That  faculties  of  medicine  in  Ontario  encourage  the  teaching  of  manipula- 
tive techniques  to  medical  students. 
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286  That  hospitals  be  required  to  release  x-ray  films  to  chiropractors  upon  the 
request  of  the  patient. 

287  That  the  fee  schedule  published  by  the  Ontario  Chiropractic  Association 
be  a  matter  of  prior  negotiation  by  the  Association  and  the  Minister  of 
Health,  who  would  be  advised  by  the  proposed  Fee  Negotiations  Advisory 
Committee. 

288  That  chiropractors  continue  to  be  prohibited  by  law  from  using  the  title 
"Doctor",  with  or  without  a  qualification. 

289  That  the  present  Drugless  Practitioners  Act  be  repealed  and  new  legislation 
enacted  to  regulate  the  practice  of  chiropractic  and  to  license  chiropractors 
under  the  jurisdiction  of  the  Health  Disciplines  Regulation  Board  through 
a  Division  for  chiropractors. 

290  That  those  chiropractors  choosing  to  be  licensed  as  chiropractors  under  the 
Health  Disciplines  Regulation  Board  by  virtue  of  being  registered  as  chiro- 
practors under  the  Drugless  Practitioners  Act  be  prohibited  from  practising 
as  any  other  category  of  practitioner  under  an  authority  previously  issued 
by  any  other  board  under  the  Drugless  Practitioners  Act. 

Naturopaths  and  Natural  Hygienists 

291  That  the  present  legislation  under  the  Drugless  Practitioners  Act  regulating 
drugless  therapists  and  naturopaths  be  repealed  and  that  no  legislation  to 
regulate  these  groups  be  introduced.  Instead,  the  Committee  recommends 
that  an  exemption  be  included  under  the  Medical  Act  stating  that  the  Act 
does  not  apply  to  those  persons  who  as  of  the  date  of  enactment  are  prac- 
tising as  drugless  therapists  or  naturopaths  in  the  province  of  Ontario  and 
who  are  registered  under  the  classification  of  drugless  therapists  under  the 
Drugless  Practitioners  Act,  provided  that  they  continue  to  practise  within 
the  scope  of  practice  formerly  permitted  to  drugless  therapists  under  the 
Drugless  Practitioners  Act  including  treatment  by  manipulation,  adjustment, 
manual  or  electrical  therapy,  or  corrective  nutrition.  The  exempting  amend- 
ment should  also  provide  that  persons  wishing  to  continue  to  practise  under 
this  provision  must  signify  their  intent  to  do  so  to  the  Minister  of  Health, 
and  that  they  would  be  prohibited  from  practising  under  any  other  classi- 
fication of  the  healing  arts. 

Sectarian  Healers  and  Hypnotherapy 

292  That  the  Hypnosis  Act  be  amended  to  establish  the  category  of  hypnosis 
technician,  and  that  all  persons,  with  the  exception  of  registered  physicians, 
dentists  and  clinical  psychologists,  but  including  those  who  presently  prac- 
tise hypnosis  by  virtue  of  Regulation  353/61  under  the  Hypnosis  Act  and 
who  wish  to  use  hypnosis,  be  required  to  obtain  a  licence  as  a  hypnosis 
technician,  from  the  Health  Disciplines  Regulation  Board,  and  that  licensed 
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hypnosis  technicians  practise  only  on  referral  from  physicians,  dentists  and 
clinical  psychologists.  The  standards  for  licensing  of  hypnosis  technicians 
should  be  established  by  the  Board  through  a  Division  for  hypnosis  tech- 
nicians, but  the  level  of  educational  requirements  for  licensure  should  be 
similar  to  those  required  of  technical  personnel  rather  than  those  demanded 
of  professional  personnel. 

The  Administrative  and  Policy-making  Structure 

293  That  the  Department  of  Health  be  relieved  of  direct  administration  of  health 
programs  insofar  as  feasible,  and  that  policy-making,  planning  and  coordi- 
nation be  its  main  function,  including  reviewing  and  setting  of  hospital 
budgets,  deciding  on  coverage  under  publicly  financed  health  insurance, 
deciding  on  standards  of  services  provided  under  insurance,  and  deciding 
upon  manpower  needs  and  goals. 

294  That  a  substantially  enlarged  Research  and  Planning  Branch  be  included  in 
this  Department  to  undertake  research  and  the  analysis  of  background  data 
and  information  necessary  for  policy  formulation. 

295  That  the  Ontario  Council  of  Health  be  reconstituted  and  that  it  continue  to 
make  recommendations  directly  to  the  Minister  of  Health.  The  membership 
of  this  Council  should  be  similar  to  that  of  the  existing  Council  of  Health, 
except  that  (a)  the  Chairman  should  not  be  a  member  of  the  Department 
of  Health;  (b)  the  representative  of  the  Department  of  Health  on  the  Council 
should  be  the  director  of  the  Research  and  Planning  Branch;  and  (c)  the 
Chairman,  at  least,  should  be  a  full-time  member  of  the  Council. 

296  That  the  Ontario  Council  of  Health  should  publish  an  Annual  Report  deal- 
ing with  the  current  and  forward  view  of  the  availability  of  health  services 
and  the  working  of  the  health  care  system,  generally,  as  well  as  such 
research  studies  and  other  documents  as  it  deems  appropriate. 

297  That  adequate  and  independent  funds  be  made  available  to  the  Ontario 
Council  of  Health  by  the  Government  of  Ontario. 

298  That  the  Ontario  Council  of  Health  should  have  its  own  secretariat  and 
research  staff,  and  have  authority  to  commission  external  research  projects. 

299  That  there  should  be  a  Coordinating  Committee  of  the  Cabinet  on  Health 
Education,  composed  of  the  Ministers  of  Health,  University  Affairs  and 
Education  to  review  and  coordinate  educational  policies  which  directly 
affect  the  Department  of  Health  and,  in  particular,  to  review  the  impact  of 
educational  procedures  on  manpower  supply,  and  of  educational  facilities 
in  which  a  substantial  service  element  is  involved. 

300  That  support  for  health  sciences  education  in  the  universities  remain  the 
responsibility  of  the  Department  of  University  Affairs,  and  that  the  Depart- 
ment of  Education  be  responsible  for  the  educational  programs  for  nearly 
all  other  health  disciplines. 
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301  That  individual  committees,  advisory  to  the  Minister  of  Education,  be  estab- 
lished for  each  of  the  health  disciplines  educated  in  institutions  under  the 
jurisdiction  of  the  Department  of  Education,  and  that  each  committee  be 
composed  of  members  of  the  occupation  whose  educational  program  is 
directly  concerned,  as  well  as  members  of  related  occupations  where  applic- 
able, and  other  members  who  are  capable  of  contributing  to  the  relevant 
committee;  that  the  committees'  functions  should  be  to  advise  on  matters 
such  as  curricula,  length  of  program,  and  training  standards  of  each  health 
discipline.  Each  appointee  to  these  educational  advisory  committees  should 
be  selected  on  personal  merit. 

302  That  a  Fee  Negotiations  Advisory  Committee  be  established  by  the  Ontario 
government  to  advise  the  Minister  of  Health  on  the  negotiation  of  profes- 
sional fee  schedules  for  groups  in  the  health  system  who  receive  their  income 
primarily  from  fee  for  service,  whether  or  not  the  services  of  a  specific  pro- 
fession are  covered  by  publicly  financed  health  insurance  programs.  The  Fee 
Negotiations  Advisory  Committee  should  not  be  composed  of  professional 
health  personnel.  The  negotiations  themselves  should  be  the  responsibility 
of  the  Minister  of  Health  and  his  senior  officials. 

303  That  the  present  Ontario  Hospital  Insurance  Commission,  Health  Insur- 
ance Registration  Board,  and  Ontario  Health  Services  Insurance  Divi- 
sion be  merged  under  an  Ontario  Health  Services  Insurance  Commission, 
reporting  to  the  Minister  of  Health,  which  would  administer  hospital  and 
medical  insurance  programs.  This  Commission  should  be  an  administrative 
body  only.  Policy,  including  financial  policy,  review  of  hospital  budgets, 
approval  of  construction  of  public  hospitals,  convalescent  units,  rehabili- 
tation units,  determination  of  fee  schedules  and  means  of  payment,  policy 
on  drugs,  and  the  like,  should  be  established  through  the  Department  of 
Health. 

304  That  an  Ontario  Mental  Hospitals  Board  be  established  for  the  supervision 
and  administration  of  Ontario  Hospitals  and  allied  mental  health  services 
operated  presently  by  the  Department  of  Health.  Such  a  Board  should 
include  lay  members;  if  feasible  further  boards  should  be  established  on  a 
regional  or  local  basis  as  required.  The  Department  of  Health  must,  how- 
ever, remain  responsible  for  policy  matters  concerned  with  the  provision  of 
mental  health  services  generally. 

305  That  a  Health  Facilities  Board  under  the  aegis  of  the  Department  of  Health, 
be  established  to  administer  the  legislation  and  the  regulations  concerning 
medical  laboratories,  radiological  facilities,  dental  laboratories,  the  sale  of 
drugs  and  poisons,  and  the  operation  of  pharmacies. 

306  That  care  of  mentally  retarded  children,  whose  needs  are  not  health  care,  be 
transferred  from  the  Department  of  Health  to  the  Department  of  Education. 
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307  That  after  study  of  local  health  care  needs  by  each  of  the  Regional  Health 
Councils,  the  Department  of  Health  should  establish  acceptable  minimal 
standards  for  the  provision  of  health  care,  and  take  appropriate  steps  for 
the  implementation  of  these  standards  such  as  providing  incentives  to  induce 
personnel  and  resources  to  locate  in  underserviced  areas,  and  establishing 
satellite  health  clinics  and  demonstration  projects  involving  both  medical 
and  paramedical  personnel. 

Regulation  of  the  Healing  Arts 

308  That  the  Medical  Act  be  amended  to  state  clearly  that  an  act  which  if 
done  with  regularity,  would  amount  to  the  practice  of  medicine,  surgery  or 
midwifery,  should  be  deemed  to  be  the  practice  of  medicine,  surgery  or  mid- 
wifery notwithstanding  that  it  was  done,  or  was  shown  to  have  been  done, 
on  an  isolated  occasion  only. 

309  That  the  obligation  to  police  the  prohibition  against  such  practice  by  persons 
not  registered  under  the  Medical  Act  ought  to  be  removed  from  the  College 
of  Physicians  and  Surgeons  of  Ontario  and  transferred  to  the  Crown  Attor- 
ney for  the  county  in  which  the  offence  is  alleged  to  have  been  committed; 
similar  changes  should  be  made  in  respect  of  prosecutions  for  unauthorized 
practice  under  the  Dentistry  Act,  the  Optometry  Act  and  the  Pharmacy  Act. 

310  That  the  fact  that  the  practice  was  for  hire,  gain  or  hope  of  reward  should 
be  eliminated  as  a  constituent  element  of  the  offence  created  by  section  51 
of  the  Medical  Act. 

311  That  the  prohibition  against  the  practice  of  medicine  by  any  person  not  reg- 
istered under  the  Medical  Act  should  not  extend  to,  and  it  should  be 
expressly  provided  that  it  does  not  extend  to,  family  care  of  the  sick  or  fam- 
ily health  care,  persons  performing  acts  under  the  authority  of  other  statutes 
and  persons  engaging  in  acts  of  psychotherapy. 

312  That,  for  the  purpose  of  determining  whether  a  matter  affects  only  the  gov- 
erning body  of  the  profession  and  thus  is  properly  the  subject  of  the  rule- 
making power  of  that  body  or  affects  the  public  and  is  thus  properly  the 
subject  of  the  regulation-making  power,  the  decision  as  to  the  nature  of  the 
rule  or  regulation  not  be  left  exclusively  to  the  determination  of  the  govern- 
ing body  of  the  profession  but  be  reviewed  by  the  Minister  of  Health  with 
the  assistance  of  his  legal  advisers. 

313  That  responsibility  be  given  to  the  Minister  of  Justice  and  Attorney  General 
to  review,  and  where  necessary  rewrite,  the  legislation  concerning  the  heal- 
ing arts  to  make  it  conform  with  government  health  policy,  and  that  the 
Department  of  Health  maintain  a  constant  supervision  over  such  legislation 
and  the  behaviour  of  the  professions  and  occupational  groups  to  ensure  the 
implementation  of  provincial  health  policy. 
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314  That  as  a  general  rule  the  pressure  created  by  occupational  groups  in  the 
health  field  not  now  enjoying  the  status  of  self-government  to  be  given  self- 
regulatory  powers  ought  to  be  resisted. 

315  That  those  professions  and  occupational  groups  which  are  now  or  are  to  be 
self-regulating  ought  to  be  required  to  include  on  their  governing  bodies  lay 
members  to  be  appointed  by  the  government  in  sufficient  numbers  to  ensure 
effective  rather  than  nominal  representation  of  the  public.  Lay  appointees 
should  not,  however,  constitute  the  majority  of  members  on  such  bodies. 

316  That  in  making  appointments  of  lay  members  to  the  governing  bodies 
of  self -regulating  professions  as  recommended  in  Recommendation  315  it 
should  be  borne  in  mind  that  the  quality  of  the  persons  appointed  is  per- 
haps more  important  than  the  number,  and  conscious  efforts  should  be 
exerted  to  choose  persons  who  are  endowed  with  the  ability  and  desire  to 
participate  actively  in  the  business  of  the  bodies  to  which  they  are  appointed. 

317  That  control  by  the  licensing  bodies  of  the  professions  over  the  admission 
requirements  of  the  publicly  supported  professional  schools  and  over  their 
curricula  should  be  terminated.  The  concern  of  the  regulatory  bodies  of  the 
practising  profession  should  be  confined  to  the  regulation  of  the  practising 
profession  and  to  an  assessment  of  the  competence  of  applicants  for  lic- 
ensure who  have  been  trained  elsewhere  than  in  Canadian  professional 
schools. 

318  That  in  the  regulation  of  the  health  professions  and  occupational  groups  the 
principle  be  recognized  that  a  clear  distinction  must  be  made  between  the 
functions  of  the  licensing  or  qualifying  agency,  the  trustee  for  the  public 
and  the  voluntary  professional  organization,  the  spokesmen  for  the  mem- 
bers of  the  profession  or  occupational  group. 

319  That  no  licensing  or  qualifying  body  be  permitted  to  fix  an  amount  for 
membership  dues  or  fees  at  a  figure  which  will  enable  it  to  pay  a  per  capita 
sum  to  a  voluntary  professional  association  and  thus,  in  effect,  require  that, 
as  a  condition  of  holding  the  qualification  to  practise,  the  practitioner  be  a 
member  of,  or  at  least  support,  the  voluntary  association. 

320  That  in  the  case  of  the  non-university  prepared  health  disciplines  no  volun- 
tary association  should  be  accorded  the  right  to  license  or  certify  its  mem- 
bers as  fit  to  practise. 

321  That  compulsory  participation  in  programs  to  ensure  continuing  competence, 
designed  to  be  as  flexible  as  possible  and  to  relate  to  the  particular  area  of 
practice  engaged  in  by  the  practitioner,  be  made  a  condition  of  relicensing  for 
all  professions  and  occupations  in  the  health  field  generally,  but  at  least  for 
the  senior  professions. 

322  That  the  responsibility  for  designing  and  carrying  out  the  program  of  con- 
tinuing education  and  for  certifying  to  the  licensing  or  regulatory  body  of  the 
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profession  that  the  individual  practitioner  has  complied  with  the  require- 
ment devised  for  him  or  his  group  of  practitioners,  be  conferred  on  the 
respective  professional  educational  institutions. 

323  That  to  ensure  that  programs  of  continuing  education  not  be  undertaken 
at  the  sacrifice  or  prejudice  of  the  quality  of  undergraduate  and  graduate 
instruction,  the  staff,  faculty  and  budgets  of  the  educational  institutions  be 
increased  to  make  them  commensurate  with  the  magnitude  of  their  highly 
essential  responsibilities,  both  old  and  new. 

324  That  a  Health  Disciplines  Regulation  Board  be  created  for  the  regulation 
of  those  disciplines  for  whom  public  regulation  has  been  recommended  in 
Volume  2  of  this  Report. 

325  That  the  Health  Disciplines  Regulation  Board  be  an  administrative  tribunal 
with  quasi-judicial  powers  occupying  a  relationship  with  the  Department  of 
Health  that  is  similar  to  the  relationship  of  the  Ontario  Labour  Relations 
Board  and  the  Department  of  Labour  or  of  the  Ontario  Municipal  Board 
and  the  Department  of  Municipal  Affairs. 

326  That  the  Board  be  small  in  size  consisting  of  perhaps  no  more  than  five 
appointed  members  all  of  whom  should  be  full-time  members  and  one  of 
whom  should  be  chairman. 

327  That  the  Board  should  have  a  chief  administrative  officer  and  a  secretariat 
of  sufficient  size  and  quality  to  carry  out  all  its  functions  including  the 
functions  of  each  of  its  Divisions. 

328  That  for  each  discipline  regulated  by  the  Board  there  should  be  a  Division 
of  the  Board  containing  a  bare  majority  of  practitioners  of  the  discipline 
regulated  by  that  Division,  the  remaining  members  being  non-members  of 
that  discipline. 

329  That  it  be  the  function  of  each  Division  of  the  Board  to  be  responsible  for 
the  decision-making  involved  in  the  licensing,  certifying,  or  registering,  as 
the  case  may  be,  and  of  the  disciplining  of  the  practitioners  in  its  respective 
discipline. 

330  That  the  Divisions  of  the  Board  be  responsible  for  the  content  of  the 
necessary  regulations  and  rules  for  submission  to  the  Board,  which,  if 
satisfied  with  such  content,  would  be  responsible  for  their  submission  to 
the  Lieutenant  Governor  in  Council. 

331  That  provision  be  made  for  appeals  from  the  decision  of  a  Division,  by  any 
person  affected,  to  the  Board,  which  when  acting  as  an  appellate  tribunal 
would  be  augmented  by  members  of  the  discipline  concerned  who  are  not, 
however,  to  form  a  majority  and  who  may  not  be  members  of  the  Division 
appealed  from.  An  appeal  may  lie  to  the  Court,  in  the  manner  suggested 
by  the  McRuer  Report,  from  the  decision  of  the  Board. 
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332  That  the  office  or  position  of  Health  Commissioner  be  created  to  investigate 
complaints  in  the  health  sector  and  with  the  power  to  report  the  results  of 
his  investigations. 

333  That  the  Health  Commissioner  be  a  highly  competent  person,  preferably 
with  legal  training,  though  not  necessarily  a  member  of  the  Ontario  bar, 
with  security  of  tenure,  and  a  sufficient  budget  and  staff  to  enable  him  to 
discharge  his  responsibilities  efficiently. 

334  That  no  prosecution  for  any  alleged  violation  of  section  51  of  the  Medical 
Act  be  undertaken  unless  the  consent  in  writing  of  the  Minister  of  Health 
has  first  been  secured. 

The  Role  of  Hospitals  in  the  Provision  of  Health  Care 

335  That  when,  as  described  in  Chapter  24,  Regional  Health  Councils  are 
established  in  Ontario,  the  coordination  of  hospital  facilities  be  viewed  as 
part  of  the  larger  problem  of  regional  health  planning. 

336  That  substantial  use  be  made  of  pilot  programs  and  evidence  available  from 
other  jurisdictions  regarding  improved  utilization  of  health  facilities.  Con- 
tinuous study  of  the  results  of  such  programs  should  be  undertaken  by 
the  appropriate  public  authorities,  including  the  Department  of  Health  and 
the  Ontario  Council  of  Health  and  positive  steps  taken  to  implement  pro- 
grams based  on  the  findings  of  these  studies. 

337  That  the  Department  of  Health  promote  studies  to  investigate  methods  of 
regional  rationalization  of  the  hospital  system  through  careful  study  of  bed 
needs  and  the  range  of  services  offered.  Regional  health  councils  should 
participate  in  the  planning  for  this  rationalization. 

338  That  hospital  planning  and  rationalization  should  provide  for  increased 
utilization  of  various  types  of  paramedical  personnel.  Since  a  large  part  of  the 
work  of  the  various  types  of  paramedical  specialists  discussed  in  Volume  2 
is  done  in  the  hospital,  their  efficient  utilization  requires  a  rationalization 
of  many  hospital  procedures. 

339  That  the  government  include  progressive  patient  care  among  the  areas  of 
health  service  to  be  investigated  through  the  financing  of  pilot  projects,  and 
review  of  experience  elsewhere.  Financial  support  should  be  extended  to 
experimental  programs  aimed  at  developing  improved  patient  care  through 
home  care  programs,  convalescent  homes,  and  nursing  homes. 

340  That  a  greater  voice  in  hospital  affairs  be  given  to  non-medical  hospital 
personnel,  including  dentists,  nurses,  psychologists,  physiotherapists,  medical 
social  workers,  and  to  internes  and  residents,  and  that  this  voice  should  be 
made  effective  through  some  appropriate  means  such  as  representation 
of  non-medical  personnel  on  an  interdisciplinary  advisory  board  in  each 
hospital. 
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Patterns  of  Mental  Health  Care 

341  That  the  Government  of  Ontario  should  place  a  high  priority  on  research 
in  the  mental  health  field  when  planning  for  the  allocation  of  health  funds, 
not  only  that  more  effective  methods  of  treatment  may  be  developed,  but 
that  potential  mental  health  professionals  may  be  attracted  to  enter  and 
stay  in  the  field. 

342  That  a  study  be  undertaken  by  the  Province  of  Ontario  to  examine  the 
possibility  of  the  immediate  development  of  appropriate  facilities  for 
the  retraining,  after  care  and  rehabilitation  of  patients  discharged  from 
psychiatric  hospitals. 

343  That  in  the  field  of  mental  health  therapeutic  services  be  insured  by  publicly 
financed  health  insurance  plans  whether  provided  by  a  physician  or  by  non- 
medical personnel  recognized  as  being  qualified  to  provide  the  services. 

Some  Patterns  of  Medical  Practice:  Group  Practice 
and  Health  Centres 

344  That  medical  faculties  in  Ontario  include  in  their  curriculum  and  during 
the  internship  period  opportunities  for  students  to  work  with  different  kinds 
of  practice  outside  hospitals,  including  group  practice  and  that  medical 
schools  should  include  information  about  forms  and  problems  of  practice 
as  a  part  of  the  curriculum. 

345  That  the  Department  of  Health  and  the  Ontario  Council  of  Health  under- 
take, promote,  and  finance  research  into  group  practice  including  studies  of 
comparative  use  of  paramedical  personnel,  comparative  incomes  and  ex- 
penses of  physicians  in  groups  and  other  practices,  the  relationship  of  prac- 
tice in  groups  to  the  cost  of  hospitalization,  and  many  other  such  matters. 

346  That  the  Department  of  Health  see  that  arrangements  for  payment  for 
services  under  publicly  financed  health  insurance  plans  are  such  as  not  to 
hinder  the  development  of  group  practice  of  various  organizational  structures 
and  using  various  types  of  auxiliary  personnel;  and  that  the  Department  of 
Health  take  steps  on  its  own  or  in  collaboration  with  regulatory  bodies  to 
see  that  legislation,  formal  regulations,  and  other  features  of  the  regulatory 
apparatus,  do  not  hinder  appropriate  assignment  of  functions  to  auxiliary 
personnel. 

347  That  the  Department  of  Health  provide  inducements,  where  appropriate,  for 
the  development  of  group  and  related  kinds  of  practice,  such  inducements 
to  take  the  form  of  financial  assistance  for  the  establishment  of  group  or 
health  centre  facilities  in  remote  or  underserviced  areas  and,  if  necessary, 
further  subsidization  of  these  practices;  financial  assistance  for  research  re- 
lated to  uses  of  paramedical  personnel;  and  financial  help  to  pilot  projects 
in  which  new  modes  of  group  or  combined  practice  are  being  tried. 
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The  General  Physician 

348  That  medical  personnel  should  provide  the  initial  contact  between  the 
patient  and  the  health  care  system,  and  that  steps  should  be  taken  to  ensure 
that  there  are  an  adequate  number  of  such  initial  contact  physicians  avail- 
able to  provide  this  service. 

349  That  the  Government  of  Ontario  promote  the  adoption  and  extension  of 
educational  programs  that  make  personal  or  family  practice  a  separate 
(specialist)  category  in  the  undergraduate  program  and  provide  recognized 
postgraduate  specialty  training  in  this  field. 

350  That  the  College  of  Physicians  and  Surgeons  of  Ontario  take  appropriate 
action  to  recognize  formally  the  new  specialty  of  personal  or  family  practice. 

351  That  qualifications  in  the  specialty  of  personal  or  family  practice  be  recog- 
nized in  the  regulations  of  hospital  medical  advisory  committees  as  warrant- 
ing status  and  privileges  comparable  to  those  enjoyed  by  other  specialists, 
and  that,  if  at  all  possible,  some  hospital  association  be  available  to  all 
practitioners. 

352  That  the  Government  of  Ontario  take  the  initiative  in  negotiating  changes 
in  the  fee  schedule  which  will  provide  financial  inducements  to  prospective 
entrants  to  personal  and  family  practice,  and  make  the  practice  of  personal 
and  family  medicine,  especially  as  a  specialty,  more  remunerative  and 
attractive  than  it  now  is. 

353  That  the  Government  of  Ontario  take  such  steps  as  are  available  to  it  to 
promote  an  improvement  in  working  conditions  for  generalists.  Suggestions 
for  such  measures  would  include  tangible  action  to  promote  group,  clinical 
and  other  forms  of  combined  practice,  to  facilitate  the  association  with, 
and,  to  the  greatest  degree  practicable  and  desirable,  use  of  health  facilities, 
to  help  with  experimental  forms  of  health  services  delivery. 

354  That  the  development  of  a  higher  grade  medical  worker  such  as  a  nurse 
with  postgraduate  training,  to  assist  the  physician  in  many  of  the  routine 
tasks  now  being  performed  by  him  be  undertaken  and  that,  at  least  on 
a  pilot  project  basis,  a  formal  training  program  for  such  workers  be 
established. 


Chapter  3    History  of  Health  Legislation 

The  provision  of  health  care  in  Ontario  traditionally  has  been  regarded  as  a 
service  to  be  provided,  for  the  most  part,  by  private  practitioners.  Until  relatively 
recently,  the  responsibility  of  the  provincial  government  (and  of  the  junior 
governments  operating  under  it)  was  confined  to  protecting  the  public  from 
incompetent  or  unscrupulous  private  practitioners  and  to  providing  certain  public 
health  services  which,  because  they  benefited  the  community  as  a  whole,  could 
not  be  provided  on  a  fee-for-service  basis  by  private  practitioners. 

This  chapter  will  survey  the  evolution  of  both  these  types  of  public  policies 
from  the  1790's  to  the  late  1960's.  The  principal  features  of  the  Ontario  govern- 
ment's role  in  the  health  field  were  established  in  legislation  passed  in  the  years 
between  Confederation  and  the  First  World  War.  It  is  convenient,  therefore,  to 
divide  our  discussion  in  this  chapter  into  two  parts:  the  first  deals  with  this 
early  period;  the  second,  with  the  period  since  World  War  I  during  which  the 
established  principles  were  extended  and  elaborated.  We  shall  examine  the  legisla- 
tion in  each  of  these  periods  which  affected  private  practitioners,  public  health 
services,  and  hospitals. 

Health  Legislation  to  1914 

In  1791,  when  Upper  Canada  attained  separate  colonial  status,  no  legislation 
regarding  the  health  of  its  inhabitants  survived.  In  fact,  there  were  few  actual 
facilities  for  health  care  in  the  province.  The  population  was  too  sparse  to  support 
many  trained  medical  men,  and  even  in  the  more  thickly  settled  areas  around 
Niagara  and  Kingston,  the  doctors  were  in  the  service  of  the  armed  forces.  The 
only  hospital  in  the  colony  was  a  military  hospital  at  Kingston. 

As  the  population  of  Upper  Canada  expanded,  a  variety  of  medical  practi- 
tioners was  attracted  to  the  area;  some  were  itinerants,  others  became  permanent 
settlers.  The  more  highly  qualified  of  the  latter  sought  to  have  the  practices  of 
medicine,  dentistry  and  pharmacy  regulated  to  ensure  the  competence  and  ethics 
of  practitioners  in  these  fields.  The  only  source  of  such  authority  was  the  colonial 
government,  and  it  was  duly  petitioned  to  enact  legislation  for  these  purposes. 
But  it  was  not  until  the  years  immediately  following  Confederation  that  what  was 
to  become  the  basic  pattern  for  such  legislation  was  established  and  the  statutes 
providing  for  the  professional  colleges  of  regulation  passed. 

In  the  field  of  public  health,  the  growth  of  population  during  the  nineteenth 
century  made  it  necessary  for  the  government  to  take  action  to  control  the  spread 
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of  contagious  diseases.  Public  activity  in  this  field  was  sporadic  and  unplanned 
until  the  later  decades  of  the  century,  when  a  permanent  public  health  organization 
was  established. 

Public  provision  of  hospital  facilities  and  services  also  was  provoked  by  events 
rather  than  by  intention.  The  need  to  accommodate  the  mentally  ill  prompted  the 
government  to  establish  a  public  asylum  as  an  alternative  to  the  prisons  which  had 
served  this  purpose  in  the  early  part  of  the  century.  In  addition  the  usefulness  of 
privately  operated  hospitals  for  the  care  of  the  indigent  sick  prompted  the 
government  to  make  occasional  grants  to  assist  in  operating  and  even  in  con- 
structing such  institutions.  These  arrangements  remained  rather  casual  until  late 
in  the  nineteenth  century;  but  by  1914  they  were  accepted  as  part  of  the  routine 
functions  of  government,  even  if  they  were  not  considered  among  the  most 
important  of  these  functions. 

Legislation  Affecting  Private  Practitioners 

Physicians 

Although  there  were  few  trained  doctors  in  Upper  Canada  at  the  end  of  the 
eighteenth  century,  during  this  period  attempts  were  made  to  establish  certain 
controls  over  the  medical  profession.  At  the  first  meeting  of  the  Assembly  of 
Upper  Canada,  a  Special  Committee  was  appointed  to  enquire  into  this  matter, 
and  in  view  of  the  prevailing  conditions  it  recommended  that  no  such  controls  be 
imposed.1  This  proved  to  be  good  advice;  for  an  Act  passed  in  1795  requiring 
that  doctors  be  licensed2  was  later  repealed,  on  the  grounds  that  it  was  unenforce- 
able.3 A  similar  statute  was  passed  in  1815,4  but  it  proved  to  be  administratively 
impracticable  and  was  replaced  by  a  new  Act  in  1818.5 

The  Act  of  1818  provided  that  no  one  should  practise  medicine  without  a 
licence.  Candidates  who  wished  to  obtain  a  licence  were  to  appear  before  a  Board 
of  Examiners  of  five  qualified  men  appointed  by  the  Governor,  to  be  examined  on 
their  medical  knowledge.  If  the  Board  were  satisfied,  it  would  issue  a  certificate  of 
competence.  The  applicant  then  might  obtain  a  licence  issued  by  the  Governor, 
provided  that  he  were  satisfied  as  to  the  applicant's  moral  character. 

Several  groups  were  exempted  from  the  provisions  of  the  Act,  however,  and 
these  included  most  practitioners  who  had  any  training  or  experience.  Military 
doctors  did  not  need  a  licence  to  practise,  nor  did  anyone  who  had  been  trained 
at  a  university  within  His  Majesty's  Dominions  or  who  had  been  in  practice  in 
Ontario  since  1812.  Another  exemption  was  made  in  favour  of  female  midwives. 
In  1827  the  Act  was  amended  to  provide  that  all  except  the  last  must  be  licensed; 


iOntario  Archives,  September  24,  1792. 
2(1795)   35  Geo.  Ill,  c.  1   (Upper  Canada). 
3(1806)  46  Geo.  Ill,  c.  2  (Upper  Canada). 
4(1815)  55  Geo.  Ill,  c.  10  (Upper  Canada), 
5(1818)  59  Geo.  Ill,  c.  13  (Upper  Canada). 
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but  they  still  could  obtain  a  licence  on  proof  of  any  of  these  qualifications, 
without  undergoing  examination  by  the  Board.6  Aside  from  all  these  exceptions, 
the  examinations  set  by  the  Board  governed  the  standard  of  medical  training 
in  the  colony. 

Another  aspect  of  medical  practice  in  the  mid-nineteenth  century  was  the 
emergence  of  groups  of  practitioners  who  practised  according  to  theories  unaccept- 
able to  the  bulk  of  the  profession.  Two  of  these  groups,  the  homeopaths  and  the 
eclectics,  obtained  governing  statutes  similar  to  the  Medical  Act.7  The  two  Acts  were 
identical,  each  providing  for  a  Board  of  five  members  appointed  by  the  Governor 
to  examine  candidates  for  practice.  Both  statutes  recognized  the  growing  importance 
of  academic  education,  stating  that  applicants  for  examination  must  show  they  had 
spent  four  years  in  medical  training,  including  two  years  at  a  university. 

Further  recognition  of  the  value  to  physicians  of  academic  training  was 
embodied  in  legislation  in  1865  which  established  a  General  Council  of  Medical 
Education  and  Registration  for  Upper  Canada.  This  statute8  sought  to  provide  a 
mechanism  through  which  the  medical  profession  itself  might  control  the  education 
of  practitioners.  The  Council,  which  was  composed  of  representatives  elected  from 
among  the  practitioners  and  appointed  from  the  medical  schools,  was  to  set  the 
curriculum  of  the  schools  and  could  inspect  them  to  make  sure  it  was  being 
followed.  Licences  would  be  granted  only  to  medical  graduates  and  to  those 
already  in  practice. 

The  Act  was  considered  unsatisfactory,  since  under  it  a  licence  was  granted 
automatically  upon  graduation  from  an  approved  school.  The  profession  felt  that 
the  right  to  practise  should  depend  upon  the  results  of  standard  examinations 
administered  by  the  Council.  To  provide  for  such  examinations  the  Act  of  1869 
was  introduced.9  During  its  passage  through  the  Legislature,  however,  several 
other  provisions  were  grafted  onto  it. 

The  most  important  of  these  was  the  creation  of  the  College  of  Physicians  and 
Surgeons  of  Ontario,  which  united  the  orthodox  profession  with  the  homeopathic 
and  eclectic  branches  of  medicine.  Like  the  General  Council  set  up  in  1865,  this 
College  was  to  be  governed  by  a  Council  made  up  of  twelve  territorially  elected 
practitioners  and  representatives  of  the  university;  in  addition,  the  homeopaths 
and  eclectics  were  given  the  right  to  elect  five  representatives  each. 

The  main  function  of  the  governing  Council  was  to  issue  licences  to  those  who 
had  completed  the  required  curriculum  and  passed  its  licensing  examination.  The 
College  retained  the  power  to  set  the  curriculum,  including  matriculation  standards, 


6(1827)   8  Geo.  IV,  c.  63  (Upper  Canada). 

7(1 859)  22  Vic.,  c.  47  (Canada).  An  Act  respecting  Homeopathy. 
(1861)  24  Vic,  c.  110  (Canada).  An  Act  respecting  Eclectic  System  of  Medicine. 
8(1865)  29  Vic,  c.  34  (Canada). 
9S.O.  1868-69,  c.  45. 
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but  could  no  longer  inspect  the  schools  to  ensure  its  standards  were  being  followed. 
The  licensing  examinations  were  to  be  set  and  administered  by  a  Board  of  Exam- 
iners appointed  by  the  Council. 

The  administrative  device  used  by  most  Colleges  that  issue  licences  is  the 
Register.  Entry  in  this  book  constitutes  the  licence.  Generally  it  is  also  provided 
that  a  copy  of  the  entry  certified  by  the  Registrar  will  constitute  prima  facie 
evidence  of  licence  in  court. 

The  Ontario  Medical  Register  was  established  under  the  1865  Act  and  was 
maintained  by  the  College  after  1869.  Initially  all  those  who  were  entitled  to 
practise  under  any  prior  Act  could  be  registered,  and  in  1869  this  ruling  was 
extended  to  include  those  who  had  been  licensed  by  the  Homeopathic  and  Eclectic 
Boards.  Also  in  1869  a  "grandfather  clause"  was  added  which  provided  that  any 
person  who  had  actually  been  practising  medicine  in  Ontario  since  1850,  whether 
or  not  he  was  entitled  to  do  so,  could  be  registered.  All  others  who  wished  to 
register  were  required  to  pass  the  Council's  examination  after  completing  the 
prescribed  curriculum.  The  Act  also  provided  that  a  practitioner's  licence  could 
be  revoked  if  it  were  shown  that  the  holder  had  obtained  it  by  fraud  or  that 
he  had  been  convicted  of  a  felony. 

The  principal  difficulties  with  this  legislation  arose  because  some  of  the  groups 
involved  felt  that  they  were  discriminated  against  by  the  majority.  The  disaffected 
included  not  only  the  homeopaths  and  other  "unorthodox"  practitioners,  but  also 
many  older  physicians  who  refused  to  register  on  the  grounds  that  their  original 
licence  gave  them  a  vested  right  to  practise  which  could  not  be  taken  away. 

In  1874  an  Act  was  passed  which  attempted  to  solve  these  problems.10 
Homeopathic  students  were  required  to  train  under  a  registered  homeopathic 
practitioner,  but  they  could  fulfil  their  academic  requirements  by  going  to  school 
in  the  United  States.  In  addition  they  were  excused  from  writing  certain  licensing 
examinations  which  were  replaced  by  others  more  suited  to  their  theories.  Although 
these  provisions  also  applied  to  eclectic  students,  there  had  been  no  such  applicants 
since  the  inception  of  the  College,  and  it  was  agreed  among  all  groups  that  eclectic 
representation  on  the  Council  should  end. 

The  Act  also  made  an  attempt  to  force  doctors  to  register  by  providing  that  all 
those  who  were  entitled  to  do  so,  but  did  not  within  the  next  six  months,  would  then 
be  subject  to  prosecution  like  any  other  unlicensed  practitioner.  Finally  it  provided 
that  the  Council  might  assess  an  annual  fee  of  one  dollar  against  each  registrant. 

Some  ill-feeling  existed  on  the  part  of  the  elected  representatives  against  the 
appointees  of  the  medical  schools.  They  felt  that  as  a  matter  of  principle  the 
elected  men  should  be  the  majority  on  the  Council.  Moreover,  they  argued,  too 
many  schools  were  given  representative  rights  on  the  grounds  that  they   were 
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entitled  to  grant  medical  degrees,  while  they  did  not  in  fact  maintain  a  medical 
school.  As  a  result  of  these  objections,  an  Act  was  passed  in  1887  which  limited 
academic  representation  to  those  schools  which  actually  offered  a  medical  course.11 
The  main  purpose  of  this  new  Act,  however,  was  to  authorize  the  Council  to 
discipline  those  of  its  members  who  had  not  displayed  the  integrity  expected  of  a 
professional  man.  It  provided  that  where  the  Council  found  a  practitioner  guilty  of 
"infamous  or  disgraceful  conduct",  it  might  cancel  his  licence.  Before  this  judg- 
ment could  be  made,  the  offender  was  entitled  to  a  hearing  by  a  new  committee 
of  the  Council  called  the  Discipline  Committee.  The  hearing  was  to  be  quite 
formal;  both  sides  were  entitled  to  counsel  and  to  adduce  evidence,  which  was  to  be 
given  under  oath.  The  Committee  would  make  findings  of  fact  and  report  them 
to  the  Council,  and  the  Council  then  would  decide  whether  or  not  erasure  was 
warranted.  The  Act  also  introduced  a  six-month  limitation  period  for  malpractice 
actions  against  doctors. 

The  ability  of  the  College  to  carry  out  its  delegated  functions  was  impaired 
by  financial  difficulties  during  the  last  decade  of  the  nineteenth  century.  To  mitigate 
the  problem,  an  Act  was  passed  in  1891  which  provided  that  those  who  were  in 
one  year's  arrears  in  paying  their  annual  fees  could  be  erased  from  the  Register.12 
This  measure  aroused  the  ire  of  a  large  group  of  doctors  who  had  objected  to  the 
necessity  of  registration  in  the  first  place,  and  who  were  also  against  the  representa- 
tion given  to  schools  on  the  Council.  These  men  formed  the  Medical  Defence 
Association  and  immediately  began  to  present  Bills  to  the  Legislature  advancing 
their  views.  Finally  their  objections  resulted  in  the  passage  of  an  Act  in  1893.13 
This  Act  provided  for  an  increase  of  five  in  the  territorial  representatives,  thus 
giving  them  a  clear  majority  over  the  school-men  and  homeopaths.  The  1891 
provision  regarding  the  annual  fee  was  to  be  held  in  abeyance  until  ruled 
on  by  the  next  Council,  and  even  then  only  elected  representatives  could  vote 
on  its  institution. 

Another  difficulty  confronting  the  College  about  the  turn  of  the  century  was 
the  lack  of  a  formal  definition  of  the  practice  of  medicine.  This  inhibited  the 
College's  efforts  to  police  those  not  qualified  to  practise,  for  several  cases  arose 
which  turned  on  this  definition.  It  became  necessary  to  show  that  the  accused 
had  "practised"  more  than  once  and  that  in  the  course  of  this  practice  he  had 
prescribed  medicine.  By  the  early  1900's,  with  the  emergence  of  "cults"  such  as 
osteopaths  and  chiropractors,  who  did  not  use  drugs,  the  College  felt  it  was  an 
impossible  task  to  ensure  that  only  properly  qualified  persons  were  giving  medical 
care.  The  remedy,  they  felt,  lay  in  a  statutory  definition  of  "practice  of  medicine", 
and  representations  to  this  effect  were  made  to  the  government  in  1905.  Although 
it  refused  to  enact  such  a  definition,  the  government  decided  to  refer  the  question 
of  what  constituted  practice  to  the  Ontario  Court  of  Appeal.14  The  judges  felt  it 
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was  beyond  their  power  to  give  a  precise  definition  but  indicated  that  generally 
the  prescription  of  drugs  was  not  an  essential  element  of  practice.  The  College, 
rinding  this  answer  too  vague,  continued  to  press  for  a  statutory  definition. 

Dentists 

The  first  dentists  in  Ontario  were  itinerant,  but  as  the  population  grew  many 
practitioners  established  a  settled  practice.  Since  these  men  were  better  trained,  a 
cleavage  soon  developed  between  them  and  the  itinerants,  and  in  1867  the  former 
banded  together  as  the  Ontario  Dental  Association  to  seek  legislation  to  control 
the  practice  of  dentistry  in  Ontario.  An  Act  was  passed  the  following  year,15 
creating  the  Royal  College  of  Dental  Surgeons  of  Ontario.  The  College  was 
responsible  for  licensing  dentists  and  enrolling  them  as  members  of  the  College. 
It  was  to  be  governed  by  a  twelve-man  Board  of  Directors  elected  from  among 
the  members,  who  would  serve  also  as  a  Board  of  Examiners.  A  licence  would  be 
issued  on  passing  the  Board's  examination  after  completing  the  educational  require- 
ments, which  at  that  time  consisted  of  a  period  of  articles.  A  grandfather  clause 
provided  that  those  who  had  been  in  office  practice  for  five  years  might  be 
licensed  without  writing  examination;  those  who  had  practised  itinerantly  for  a 
similar  period  might  be  licensed  after  passing  the  examination  but  need  not 
complete  the  articling  period. 

Unlike  the  practice  of  most  professional  colleges,  the  licence  was  evidenced 
by  a  certificate  and  no  Register  was  kept,  although  a  list  of  new  licensees  was 
submitted  annually  to  the  Provincial  Secretary.  The  Act  provided  that  a  dentist's 
licence  could  be  cancelled  if  he  had  been  guilty  of  "acts  detrimental  to  the 
profession",  but  no  procedure  was  outlined  for  determination  of  guilt. 

The  1868  legislation  also  gave  the  College  authority  in  the  area  of  dental 
education.  Although  the  College  was  empowered  to  establish  a  dental  school,  it 
did  not  do  so  until  1875.  This  school  operated  only  until  1887,  when  it  was 
integrated  into  the  University  of  Toronto  under  the  authority  of  a  statute  of  1886.16 

The  Act  passed  in  1886  also  provided  that  the  Board  could  make  regulations 
concerning  discipline,  but  it  was  not  until  the  1900's  that  the  Board  became 
active  in  this  area.  In  1908  a  Discipline  Committee  was  appointed  to  hear 
inquiries  into  misconduct,  but  its  powers  were  limited  and  its  legality  questionable. 
It  was  largely  to  clear  up  this  situation  that  a  new  Dental  Act  was  passed  in  191 1.17 
This  Act  provided  that  the  Board  could  appoint  a  Discipline  Committee  to  inquire 
into  the  conduct  of  a  College  member.  As  with  cases  before  the  College  of  Physi- 
cians and  Surgeons  of  Ontario,  the  inquiry  was  to  take  the  form  of  a  hearing  upon 
due  notice  with  evidence  given  under  oath.  Where  the  Committee  found  that  a 
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practitioner  had  been  guilty  of  "infamous,  disgraceful  or  improper  conduct  in  a 
professional  respect",  it  might  either  cancel  his  licence  entirely  or  suspend  it 
for  a  period  of  time. 

Pharmacy 

Unlike  the  physicians  and  the  dentists,  the  pharmacists  had  some  difficulty  in 
obtaining  legislation  incorporating  them  into  a  college.  This  was  due  to  the  peculiar 
nature  of  their  professional  services,  which  were  often  masked  by  the  retail  functions 
of  a  drug  store.  The  Legislature  was  reluctant  to  grant  a  monopoly  to  what  they 
considered  largely  a  group  of  merchants.  On  the  other  hand,  the  pharmacist  dealt 
in  many  highly  poisonous  substances,  and  legislation  had  already  been  passed 
defining  the  manner  in  which  these  might  be  sold.18  In  addition  physicians  especially 
were  concerned  that  their  prescriptions  be  compounded  by  competent  men. 
Indeed,  after  1866  it  was  suggested  that  the  physicians  seek  legislation  to  control 
the  practice  of  pharmacy. 

It  was  in  this  atmosphere  that  the  Canadian  Pharmaceutical  Association  was 
formed  to  seek  self-governing  legislation.  After  unsuccessfully  attempting  to  obtain 
federal  legislation,  the  Society  presented  a  Bill  to  the  Ontario  Legislature  in  1869.19 
It  was  not  passed,  nor  was  a  similar  Bill  that  was  presented  at  the  next  session.20 
But  finally  in  187121  an  Act  was  passed  creating  the  Ontario  College  of  Pharmacy. 

The  College  was  to  maintain  a  Register  of  all  those  entitled  to  practise 
pharmacy.  Under  the  grandfather  clause  of  the  Act,  anyone  who  was  practising 
pharmacy  on  his  own  account  or  in  partnership  might  be  registered.  In  addition 
those  who  had  served  three  years  as  an  apprentice  and  one  year  as  an  assistant 
were  entitled  to  a  licence.  Otherwise  registration  was  dependent  upon  passing  the 
College's  licensing  examination.  Although  all  these  persons  were  entitled  to 
registration,  it  was  only  those  men  who  actually  owned  or  managed  a  pharmacy 
who  were  entitled  to  vote  for  the  governing  Council  and  liable  to  pay  the  annual  fee. 

Unlike  the  other  professions  where  the  licence  was  granted  strictly  to  an 
individual,  registration  under  the  Pharmacy  Act  entitled  both  the  pharmacist  and 
his  employees  to  fill  prescriptions.  Finally  the  Act  incorporated  the  Sale  of  Poisons 
Act,  governing  the  sale  of  scheduled  substances. 

The  Act  of  1871  was  soon  found  to  be  deficient  in  several  respects.  It  made 
no  provision  for  establishment  by  the  Council  of  educational  requirements  to  be 
met  by  those  wishing  to  write  its  examinations,  nor  did  it  allow  the  Council  to 
enter  into  reciprocal  agreement  with  licensing  bodies  outside  Ontario.  Legislation 
was  sought  on  both  these  matters,  and  when  it  was  refused,  the  Council  took 
action  on  its  own  account.  At  its  first  meeting  the  Council  decided  to  approach 


!8(1859)  C.S.C.,  c.  98.  An  Act  respecting  the  Sale  of  Strychnine  and  Other  Poisons. 
!9(  1868-69)  Second  Session  of  the  First  Parliament  of  the  Province  of  Ontario,  Bill  135. 
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the  School  of  Practical  Science  at  the  University  of  Toronto  about  establishing 
courses  for  pharmaceutical  students,  and  by  1878  a  ten- week  course  was  in 
operation.  Soon  it  was  decided  that  this  was  not  sufficient,  however,  and  in  1881 
the  Council  decided  to  begin  its  own  school.  It  was  also  decided  at  the  first 
College  meeting  to  recognize  those  holding  licences  from  Great  Britain,  Quebec  and 
Philadelphia  as  qualifying  for  registration;  but  this  practice  was  later  abandoned 
because  of  doubts  about  its  legality. 

The  first  amending  Act  was  passed  in  1884.22  This  measure  laid  down  the 
educational  requirements  for  those  writing  the  licensing  examination.  Although 
the  College  was  already  operating,  the  Act  stated  that  applicants  need  show  only 
High  School  Entrance  and  three  years  of  apprenticeship.  It  was  not  until  1889 
that  attendance  at  the  school  for  two  years  became  compulsory.23 

Like  the  dentists,  many  pharmacists  felt  that  their  students  would  benefit  from 
university  affiliation.  The  first  negotiations  with  the  University  of  Toronto  were 
held  in  1887,  but  no  agreement  was  reached  until  1891  when  the  University  began 
teaching  some  courses  to  the  College's  students. 

By  the  turn  of  the  century  the  College  was  faced  with  a  major  problem  in 
policing  unauthorized  practitioners.  Many  unlicensed  men  had  set  up  corporations 
to  operate  their  pharmacies,  hiding  behind  a  board  of  directors.  In  190624  an  Act 
was  passed  that  remedied  this  situation  by  providing  that  the  majority  of  the  board 
of  directors  of  a  company  that  operated  a  pharmacy  must  be  registered  pharmacists, 
and  that  one  of  them  must  act  as  manager.  In  addition  all  directors  would  be 
liable  for  an  offence  against  the  Pharmacy  Act  committed  by  any  one  of  them. 

The  Pharmacy  Act  was  re-enacted  in  1911.  There  was  but  one  noteworthy 
addition  at  this  time:  it  was  established  that  prescriptions  could  be  filled  only 
by  a  pharmacist  or  his  apprentice,  rather  than  by  any  employee  in  the  pharmacy.25 

Nurses 

The  combination  of  the  growing  number  of  hospitals  in  Ontario  and  the  increase 
in  the  respect  accorded  the  nurse  encouraged  the  establishment  of  hospital  schools 
to  train  professional  nurses.  Graduates  of  these  schools  naturally  felt  themselves 
better  qualified  than  their  untrained  sisters,  and  in  1 904  they  formed  the  Graduate 
Nurses  Association,  in  part  to  seek  legislation  giving  them  professional  status. 
In  1906  a  Bill  was  presented  to  the  Legislature26  proposing  the  creation  of  a 
Council  composed  of  doctors  and  trained  nurses  which  would  have  the  power  to 
license  those  nurses  who  could  be  employed  in  hospitals.  Although  the  principle 
of  the  measure  received  some  support,  it  was  not  passed.  A  much  lesser  degree  of 
recognition  was  given  to  the  trained  nurse  with  the  passage  of  the  Hospitals  and 
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Charitable  Institutions  Act  in  1912.27  This  Act  provided  that  graduates  of  hospital 
training  schools  might  register  with  the  Provincial  Secretary,  and  that  they  had  the 
right  to  use  the  designation  "Registered  Nurse"  or  "R.N.";  but  this  was  a  system 
of  certification,  rather  than  licensing,  since  it  gave  those  registered  no  exclusive 
right  to  practise. 

Public  Health 

Legislation  governing  the  various  health  professions  was  sought  by  the  professions 
themselves,  whereas  government  action  on  other  aspects  of  health  care  appears  to 
have  awaited  an  occasion  when  events  compelled  some  action. 

For  example,  the  first  measures  concerning  public  health  in  Upper  Canada 
were  taken  as  a  result  of  an  outbreak  of  cholera  in  1832.  The  following  year  an 
Act  was  passed28  "to  establish  Boards  of  Health  and  to  Guard  against  the  Intro- 
duction of  Malignant,  Contagious  and  Infectious  Diseases  in  this  Province".  It 
provided  that  the  Governor  with  the  consent  of  the  Council  might  appoint  three 
or  more  persons  to  act  as  health  officers  within  a  designated  area,  and  that  these 
officers  might  enter  and  examine  any  premises  within  their  jurisdiction  and  order 
the  removal  of  anything  that  might  endanger  the  public  health.  In  addition,  the 
Act  empowered  the  Governor  in  Council  to  make  regulations  concerning  the 
arrival  and  departure  of  vessels  and  the  landing  of  passengers  therefrom  for  the 
purpose  of  protecting  the  public  health.  The  Act  was  to  remain  in  effect  for  one 
year,  since  it  was  designed  to  meet  the  existing  emergency  only;  but  it  was  renewed 
several  times,  and  was  made  perpetual  in  1839.29  In  183530  the  health  officers 
were  given  the  power  to  remove  persons  to  shelters  if  their  homes  were  judged 
in  need  of  a  thorough  cleansing  to  prevent  the  outbreak  or  spread  of  disease. 

Another  cholera  epidemic  broke  out  in  1845  and  led  to  an  important  change 
in  the  Public  Health  Act  in  1849.31  The  Governor  might  declare  the  Act  to  be  in 
force  in  any  part  of  the  colony  threatened  by  an  epidemic,  and  appoint  a  central 
Board  of  Health,  which  could  make  regulations  designed  to  prevent  or  mitigate 
epidemics.  Boards  were  appointed  under  the  Act  in  1854  and  1865,  both  times  as 
a  result  of  cholera  epidemics.  In  addition  local  boards  of  health  were  to  be 
nominated  by  the  Chief  Municipal  Officer  (or,  if  he  failed  to  do  so,  by  the 
Governor),  in  each  area  affected  by  the  proclamation  of  the  Act.  The  local  boards 
of  health  were  required  to  enforce  the  orders  of  the  central  board,  and  the 
members  of  the  local  board  were  to  be  called  health  officers. 

In  1873  an  Act  was  passed  which  authorized,  for  the  first  time,  continuous 
scrutiny  of  the  public  health.32  The  council  of  each  municipality  was  constituted  a 


27S.O.  1912,  c.  85,  s.  14. 

28(1833)   3  Wm.  IV,  c.  48  (Upper  Canada). 

292  Vic,  c.  21   (Upper  Canada). 

305  Wm.  IV,  c.  10  (Upper  Canada). 

3112  Vic,  c  8  (The  Province  of  Canada). 

32S.O.  1873,  c  43. 
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local  board  of  health  with  powers  to  make  on  a  continuing  basis  the  inspections 
that  theretofore  could  have  been  made  only  during  proclaimed  emergencies.  These 
included  the  right  to  inspect  premises  and  to  order  their  cleansing  or  to  remove 
anything  that  constituted  a  danger  to  public  health.  Further,  the  Lieutenant 
Governor  in  Council  was  given  power  to  make  regulations  concerning  the  landing  of 
passengers  and  cargo  in  the  ports.  Finally  the  old  power  to  appoint  a  central  Board 
which  was  to  direct  the  activities  of  the  local  boards  during  an  emergency  remained. 

By  this  time,  the  province  had  a  large  enough  urban  population  to  require 
safeguards  to  protect  the  public  health.  The  system  of  local  boards  failed  at  this 
task  largely  because  of  the  local  councils'  indifference  to  the  problem. 

In  188233  a  provincial  Board  of  Health  was  established  to  supervise  public 
health  within  the  province.  The  Board  was  to  consist  of  seven  members  (four  of 
whom  must  be  doctors)  and  its  primary  function  was  to  "take  cognizance  of  life 
and  health  among  the  people  of  the  Province".  In  this  context,  the  Board  could 
undertake  studies,  publish  information,  and  give  advice  to  the  local  board  when 
requested.  In  addition  it  could  assume  the  powers  of  the  old  central  board 
in  an  emergency.  Under  the  same  statute,  municipalities  were  authorized  to  build 
isolation  hospitals  for  smallpox  victims.  The  Board  was  to  keep  an  adequate  supply 
of  vaccine  on  hand  to  distribute  to  these  hospitals  and  to  doctors  for  vaccination. 

In  188434  a  further  step  in  the  protection  of  the  public  health  was  taken  with 
the  reformation  of  the  local  boards.  The  boards  were  now  to  be  appointed  by  the 
council  and  to  function  separately  from  it.  In  addition  several  municipalities  could 
unite  into  a  health  district  with  a  board  composed  of  representatives  of  each 
community.  The  municipal  council  was  empowered  to  appoint  medical  health 
officers  and  sanitary  inspectors,  who  were  to  have  the  same  general  powers 
as  a  board  member. 

The  duties  of  the  local  board  remained  substantially  the  same:  to  inspect 
premises  and  remove  nuisances.  In  addition  the  appointed  officers  could  inspect 
any  food  offered  for  sale,  and  destroy  any  that  was  unfit  for  human  consumption. 
The  Act  also  tried  to  ensure  pure  water  supplies  by  providing  that  any  municipal 
water  works  or  sewage  system  must  be  approved  by  the  provincial  Board  before 
being  constructed. 

Finally  the  Act  put  into  effect  new  provisions  designed  to  control  the  spread 
of  infectious  diseases.  Persons  suffering  from  such  diseases  could  be  removed  to 
isolation  hospitals,  and  both  the  householder  and  the  attending  doctor  were 
obliged  to  report  any  occurrence  of  such  illness. 

During  the  next  twenty  years  both  the  local  and  the  provincial  boards  were 
given  greater  responsibilities  in  many  areas.  For  example,  the  provincial  Board 
was  given  power  to  regulate  such  diverse  activities  as  the  inspection  of  public 

33S.O.  1882.  c.  29. 
34S.O.  1884,  c.  38. 
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buildings35  and  the  provision  of  ice  supplies,36  and  local  boards  were  to  inspect 
many  sources  of  food  supply,  such  as  abbatoirs  and  dairy  farms,37  as  well  as 
some  classes  of  buildings  such  as  lodging  houses.38 

The  provincial  Board  had  further  powers  during  epidemics.  In  188639  it  was 
empowered  to  take  possession  of  any  land  or  unoccupied  building  it  might  need 
for  an  isolation  hospital,  and  also  to  appoint  a  medical  health  officer  if  the 
municipality  refused  to  do  so. 

In  1912  all  these  strands  were  gathered  up  into  a  comprehensive  new  Public 
Health  Act.40  At  the  same  time  this  Act  introduced  some  new  concepts.  A 
provincial  inspector  of  health  was  provided  and  the  province  was  divided  into 
ten  health  districts,  each  under  a  district  officer  of  health  responsible  to  the 
provincial  Board.  At  the  local  level  the  renamed  medical  officers  of  health  were 
given  job  tenure,  and  the  municipality  was  authorized  to  provide  medical  care 
for  indigents.  The  provincial  Board  also  was  given  some  additional  duties.  It 
was  responsible  for  all  sources  of  public  water  supply  and  could  make  orders 
preventing  their  pollution.  Also,  where  it  approved  a  proposed  sewer  system,  the 
municipality  could  borrow  money  for  its  construction  without  obtaining  taxpayer 
approval  of  the  loan. 

Hospitals 

General  Hospitals 

The  first  civilian  general  hospitals  in  Ontario  were  voluntary  and  functioned  free 
of  government  regulation.  The  first  of  these  was  York  General  Hospital,  which 
opened  in  1824  in  the  old  Assembly  buildings.  It  proved  such  an  aid  to  the 
indigent  sick  that  in  1830  the  government  granted  it  £-100  in  aid  of  its  opera- 
tions.41 Similar  grants  were  made  in  183142  and  1832,43  and  again  in  1837.44 
The  first  grant  to  aid  in  construction  of  a  hospital  was  made  to  Kingston  in  1832.45 
There  seem  to  have  been  no  other  grants  for  the  next  ten  years;  but  in  1849 
and  1850  money  was  granted  by  order  in  council  to  the  Toronto  General  Hospital, 
and  in  1851  to  Kingston  and  Hamilton  hospitals  as  well.  After  1852  there  was  a 
consistent  annual  grant  to  each  of  the  six  general  hospitals  in  Ontario. 


35S.O.  1885,  c.  205. 

3fiS.O.  1887,  c.  34,  s.  55. 

37S.O.  1896,  c.  63.  "An  Act  for  the  Slaughtering  of  Cattle  and  the  Inspection  of  Meat  and 
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41(1830)   2  Geo.  IV,  c.  31   (Upper  Canada). 
42(1831)   1  Wm.  IV,  c.  24  (Upper  Canada). 
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Although  this  system  of  standard  grants  to  hospitals  had  become  well  established 
by  1867,  it  remained  purely  voluntary  and  variable  on  the  part  of  the  government. 
In  fact  in  1863  the  amounts  had  been  considerably  reduced.46 

When  the  government  awards  grants,  it  must  know  how  its  money  is  spent. 
"~hvs  in  1868  an  Act  was  passed  to  provide  for  "The  Inspection  of  Asylums, 
Hospitals,  Common  Gaols  and  Reformatories  in  this  Province".47  Under  its 
provisions  each  hospital  receiving  aid  was  to  be  visited  twice  yearly  by  an  inspector, 
who  would  then  report  to  the  Lieutenant  Governor  in  Council. 

It  was  not  until  1874  that  legislation  was  passed  authorizing  annual  grants  to 
charitable  institutions,  including  hospitals,  on  an  assured  basis.48  Institutions  which 
were  to  receive  aid  were  set  out  in  schedules  (hospitals  were  Schedule  A),  and 
further  names  could  be  added  to  these  lists  by  the  Lieutenant  Governor  in  Council 
once  a  favourable  report  from  the  inspector  had  been  received.  Of  course,  all  aided 
institutions  were  still  subject  to  inspection;  and  in  addition  all  its  by-laws  had  to 
be  approved  by  the  Lieutenant  Governor.  Under  this  Act  hospitals  were  to  receive 
twenty  cents  per  day  for  each  day's  stay  of  each  patient,  and  might  also  receive 
another  ten  cents  per  day  if  this  latter  amount  did  not  exceed  one-quarter  the 
amount  received  by  the  institution  from  sources  other  than  the  government. 

In  1895  the  provisions  of  the  Charity  Aid  Act  were  amended,  and  no  aid  was 
to  be  given  in  respect  of  paying  patients  (those  who  paid  three  dollars  per  week).49 
Since  this  could  result  in  some  hardship  for  newly  established  hospitals,  which 
had  counted  on  these  grants,  they  were  to  be  continued  for  the  first  ten  years 
of  a  hospital's  operation. 

In  1912  the  grant  system  was  once  again  changed  with  the  passage  of  the 
Hospitals  and  Charitable  Institutions  Act.50  Grants  were  still  to  be  made  on  a 
per  diem  basis,  but  the  amount  was  to  be  determined  from  time  to  time  by  the 
Lieutenant  Governor  in  Council.  No  grants  were  to  be  given  in  respect  of  paying 
patients,  or  where  money  received  from  other  sources  covered  the  cost  of 
maintenance;  nor  were  grants  to  be  given  to  a  second  hospital  in  any  municipality 
unless  the  Lieutenant  Governor  in  Council  had  consented  to  its  construction.  The 
Act  also  imposed  responsibility  on  the  municipality  to  pay  the  treatment  charges 
and  burial  expenses  of  its  indigents. 

Hospitals  receiving  aid  were  still  liable  to  inspection,  and  the  grants  could 
cease  if  the  inspector  made  an  unfavourable  report.  Further,  all  hospitals  receiving 
aid  were  bound  to  receive  any  sick  person,  including  those  suffering  from  tuber- 
culosis. The  only  exceptions  were  those  suffering  from  contagious  diseases  under 
the  Public  Health  Act.  The  Act  also  set  up  a  system  for  licensing  private  hospitals. 


46Department  of  Health,  Hospitals  of  Ontario,  Queen's  Printer,  Toronto,   1932.  p.    18. 
47S.O.  1868,  c.  21. 
48S.O.  1874,  c.  33. 
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somewhat  similar  to  that  governing  private  mental  asylums.  The  applicant  for  a 
licence  must  submit  detailed  plans  of  his  premises  and  they  must  actually  be 
approved  by  the  inspector.  Licences  were  granted  for  maternity  hospitals,  or 
medical  and  surgical  hospitals,  or  both.  The  licence  was  renewable  annually,  but 
could  be  revoked  by  the  Provincial  Secretary  after  a  hearing  at  which  the  pro- 
prietor could  present  his  case. 

Mental  Hospitals 

As  in  the  cases  of  public  health  and  general  hospitals,  legislation  concerning  the 
care  of  the  mentally  ill  was  likewise  compelled  by  events,  in  this  case  by  the 
number  of  destitute  insane  persons  who,  for  lack  of  any  other  accommodation, 
were  kept  in  the  local  jails.  The  first  Act31  merely  authorized  their  incarceration 
in  these  prisons  and  payment  of  their  keep,  by  the  municipality,  but  it  soon  became 
apparent  that  some  special  institution  was  needed  to  house  them.  In  1839  an  Act 
was  passed  which  authorized  the  Governor  in  Council  to  appoint  commissioners 
to  supervise  the  erection  of  an  asylum.52  Once  this  was  completed,  a  twelve-man 
Board  of  Directors  was  to  be  appointed  to  govern  the  institution  and  appoint  its 
staff.  Patients  were  to  be  admitted  if  they  were  resident  in  the  colony  and  had 
been  declared  insane  by  three  doctors.  Finally  the  Board  was  authorized  to  set 
the  daily  rate  charged  patients,  but  those  who  could  show  they  had  no  resources 
would  be  admitted  free.  Although  a  grant  of  £-5,000  was  made  at  the  time  the 
Act  was  passed,  the  proposed  asylum  was  not  completed  until  1850. 

Once  the  institution  was  opened,  however,  defects  in  the  system  of  management 
set  up  by  the  Act  quickly  became  apparent.  All  the  authority  was  vested  in  the 
Board  of  Directors,  who  insisted  on  exercising  their  rights.  The  superintendent  was 
thus  faced  with  the  impossible  task  of  administering  an  asylum  through  a  staff 
which  was  hired  by  and  responsible  to  the  Board.  In  1853  an  Act  was  passed  to 
remedy  this  situation.53  Ultimate  responsibility  for  its  management  was  vested  in  the 
Crown,  and  actual  authority  was  split  between  a  bursar  who  was  given  control 
over  finances  and  a  superintendent  who  would  act  as  administrator. 

During  the  long  period  between  the  authorization  and  the  building  of  the 
provincial  asylum,  a  number  of  private  institutions  sprang  up  to  provide  accom- 
modation for  the  insane.  In  1851  an  Act  was  passed  to  ensure  that  these  homes 
provided  proper  housing  and  care.54  Subsequently,  no  private  lunatic  asylum  could 
be  operated  except  under  the  authority  of  a  licence  granted  by  a  justice  of  the 
peace  with  the  approval  of  the  General  Sessions.  Further,  each  application  for  a 
licence  had  to  contain  a  detailed  plan  of  the  premises,  showing  the  dimensions  of 
each  room  and  the  accommodation  provided  therein,  and  no  deviation  from  this 


51(1830)   2  Geo.  V,  c.  20  (Upper  Canada).  The  Act  applied  only  to  the  Home  District  but 
in  1832  was  extended  to  cover  the  whole  colony.  (1832)   3  Wm.  IV,  c.  40  (Upper  Canada). 
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plan  was  allowed.  The  Act  also  required  that  a  physician  be  in  attendance  for 
specified  times,  depending  on  the  number  of  patients  (if  there  were  over  100,  he 
must  be  full  time),  and  that  he  keep  a  weekly  medical  visitation  book  showing 
the  sex  and  state  of  health  of  each  patient.  Finally  each  licensed  asylum  was  to  be 
inspected  at  least  four  times  a  year  by  five  visitors  (a  justice  of  the  peace  and  four 
physicians)  appointed  by  the  General  Sessions.  If  they  decided  that  the  asylum  was 
improperly  maintained,  after  giving  seven  days'  notice  of  their  intention  to  the 
owner,  the  justice  of  the  peace  might  recommend  to  the  Lieutenant  Governor 
that  the  licence  be  cancelled. 

The  Act  also  provided  that  no  one  might  be  admitted  to  these  private  asylums 
unless  two  physicians  who  had  no  interest  in  the  venture  certified  him  insane,  giving 
reasons  for  their  opinion.  A  patient  might  be  discharged  under  an  order  signed  by 
the  person  admitting  him  unless  the  physician  in  charge  felt  he  was  dangerous  to  be 
at  large.  As  a  precaution  against  unjustified  incarceration,  the  Act  also  provided 
for  release  on  the  order  of  two  of  the  official  visitors. 

The  same  Act  that  instituted  an  annual  inspection  for  public  general  hospitals 
in  1868  also  provided  for  inspection  of  provincial  mental  hospitals  and  authorized 
the  inspector  to  make  the  by-laws  that  governed  these  institutions.55  Most  of  the 
other  legislation  dealing  with  mental  hospitals  that  was  passed  during  this  period 
was  concerned  with  admission  procedures  and  methods  of  payment. 

In  1 873  a  method  was  instituted  for  committing  mentally  ill  persons  for  whom 
no  one  would  take  responsibility.56  On  being  informed  that  such  a  person  was  at 
large,  a  justice  of  the  peace  might  issue  a  warrant  that  the  person  be  brought 
before  him  for  a  hearing  as  to  his  sanity.  If  this  person  were  found  insane,  a 
Lieutenant  Governor's  warrant  would  be  issued  which  would  authorize  his  admis- 
sion to  an  asylum.  Similar  provisions  were  made  for  those  who  became  insane 
while  in  jail. 

The  same  Act  provided  that  the  inspector  should  act  as  committee  or 
administrator  of  the  estate  of  any  patient  for  whom  none  other  had  been 
appointed.  Parents  became  liable  to  pay  for  the  treatment  of  their  children  and  a 
spouse  for  his  or  her  spouse.  In  the  latter  instance,  though,  the  individual  might 
be  excused  from  payment  if  the  inspector  felt  that  the  money  was  necessary  to 
provide  for  other  dependants.  It  was  not  until  1882  that  provision  was  made  for 
the  admission  of  a  completely  destitute  person  if  he  were  certified  to  be  so  by 
the  head  of  the  municipality  in  which  he  lived.57 

One  particularly  enlightened  measure  passed  during  the  period  allowed  the 
medical  superintendent  to  release  a  patient  into  the  custody  of  a  friend,  with  the 
right  to  take  him  back  if  he  failed  to  adjust  to  normal  living  conditions.58  No 

55S.O.  1868,  c.  21. 
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change  was  made  in  the  legislation  governing  private  asylums,  except  for  measures 
which  allowed  them  to  accept  alcoholics  and  drug  addicts  as  voluntary  patients; 
these  persons  could  not  stay  longer  than  a  year  and  must  be  released  on  their 
own  demand.59 

Health  Legislation  since  1914 

The  first  half  of  the  twentieth  century  saw  a  great  expansion  in  the  number  of 
occupations  providing  health  care.  Many  of  these  groups  felt  that  they  should  be 
given  the  same  powers  of  self-regulation  as  the  established  professions.  Especially 
since  World  War  II,  the  advance  of  medical  technology  has  given  rise  to  many 
"paramedical"  occupations,  some  of  which  also  have  sought  self-regulatory 
privileges. 

During  the  years  since  World  War  I  the  established  professional  colleges  have 
tended  to  reduce  their  involvement  in  the  education  of  practitioners,  delegating 
this  more  and  more  to  the  universities  and  other  educational  institutions;  instead 
they  have  concentrated  on  their  disciplinary  functions  and  on  ensuring  the 
competence  of  their  members.  The  influx  of  foreign-trained  practitioners,  particu- 
larly after  World  War  II,  has  led  the  colleges  of  practice  to  formulate  elaborate 
policies  towards  registering  those  not  educated  in  Ontario. 

Public  health  arrangements  since  1914  have  become  more  comprehensive  and 
more  highly  organized.  A  Department  of  Health  was  organized  in  1923  to  assume 
responsibility  for  administering  the  legislation  dealing  with  public  health  and 
hospitals.  Generally  the  principles  of  this  legislation  have  remained  unchanged 
and  the  established  trends  noted  in  the  last  section  have  been  continued.  Most 
new  public  health  legislation  has  dealt  with  preventive  examinations  of  school 
children  and  several  new  occupations  have  been  added  to  the  list  of  those  regulated 
in  the  interests  of  public  health. 

Although  there  has  been  little  fundamental  change  in  the  legislation  concerning 
hospitals,  the  creation  of  the  Ontario  Hospital  Services  Commission  has  made 
great  changes  in  the  manner  of  their  regulation. 

The  Private  Practitioners 

Physicians 

The  concern  of  the  College  of  Physicians  and  Surgeons  with  excluding  other  groups 
from  the  practice  of  medicine  led  it  early  in  this  century  to  seek  a  definition  of 
this  practice.  The  efforts  of  the  College  eventually  resulted  in  the  appointment  of 
the  Hodgins  Commission,  which  was  to  study  the  whole  area  of  the  healing  arts. 
It  recommended  that  a  definition  be  legislated.  In  1923,  however,  the  government 
decided  it  could  not  pass  legislation  that  would  prohibit  people  from  calling  on 
any  class  of  healer  they  desired  in  time  of  illness.  In  that  year  an  Act  was  passed, 
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defining  practice  but  excepting  those  drugless  practitioners  who  registered  with 
the  Provincial  Secretary.60  It  was  soon  found  that  the  Act  was  very  difficult  to 
administer,  and  in  1925  it  was  repealed61  and  replaced  by  the  Drugless  Practi- 
tioners Act.62  Some  consolation  was  found  by  the  medical  profession  in  an  amend- 
ment to  the  Medical  Act  forbidding  other  practitioners  (except  dentists)  to  use  the 
title  "Doctor". 

In  1911  a  special  committee  had  been  appointed  by  the  College  to  consider  the 
composition  of  the  Council  of  the  College  and  the  next  year  it  recommended  that 
it  be  halved  to  include  ten  territorial  representatives,  two  homeopaths  and  one 
representative  from  each  of  the  three  medical  schools.  Although  a  measure  to  this 
effect  first  was  proposed  to  the  government  in  1914  and  often  was  brought  to  its 
attention  later,  it  was  not  until  1932  that  it  was  finally  enacted.63  The  new  Council 
was  in  the  recommended  form  except  that  the  Minister  of  Health  replaced  one  of 
the  elected  representatives. 

The  responsibilities  of  the  Council  of  the  College  for  determining  standards 
for  admission  to  the  practice  underwent  several  changes  in  the  years  between  the 
two  world  wars.  Some  of  these  were  informal,  as  in  the  matter  of  examinations, 
which  were  delegated  to  the  universities  with  increasing  frequency.  Such  changes 
usually  did  not  require  alterations  in  the  legislation;  but  others,  particularly  those 
relating  to  the  disciplinary  functions  of  the  College,  did. 

The  principal  formal  changes  in  the  system  for  licensing  physicians  were 
made  after  World  War  II,  when  the  College  sought  to  set  up  a  system  of  registra- 
tion that  would  take  account  of  those  practitioners  whose  qualifications  were  not 
quite  appropriate  for  the  General  Register.  There  had  always  been  groups  of 
physicians  in  the  province  who,  though  not  strictly  eligible  for  a  licence,  deserved 
(it  was  felt)  some  sort  of  recognition.  These  included  internes  and  foreign-trained 
teachers  in  the  medical  schools.  A  similar  problem  concerned  specialists  who 
desired  some  further  recognition  than  registration  on  the  General  Register.  The 
latter  was  the  first  problem  to  be  tackled  with  the  creation  of  a  Specialist's  Register 
in  1946.64  Since  the  standards  for  registration  were  the  same  as  those  of  the 
Royal  College  of  Physicians  and  Surgeons  of  Canada,  however,  it  served  no 
useful  purpose  and  was  abandoned  in  1963.  After  the  war  it  was  the  practice  to 
register  teachers  and  internes  on  the  General  Register;  but  it  was  soon  pointed 
out  that,  in  the  former  case  especially,  this  could  lead  to  greater  problems.  Such 
teachers  could  not  be  prevented  from  entering  private  practice  should  they  so 
desire,  and  both  teachers  and  internes  trained  outside  the  Commonwealth  could 
not  be  legally  registered.  In   1952  an  Educational  Register  was  established  in 

eos.O.  1923,  c.  35. 
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which  all  internes  who  had  sufficient  training  could  be  registered65  and  in  1960, 
an  Act  was  passed  authorizing  a  Temporary  Register  which  could  provide  a 
licence  restricted  as  to  duration  or  type  of  practice.66  This  Register  was  intended 
primarily  to  include  foreign  teachers  and  physicians  working  for  the  federal  govern- 
ment within  Ontario,  but  soon  another  use  was  found  for  it.  Disciplined  physicians 
whose  licences  had  been  suspended,  often  were  listed  on  the  Temporary  Register 
with  appropriate  limitations  on  their  scope  of  practice. 

The  disciplinary  functions  of  the  College  were  strengthened  in  1919  by  an 
amendment  to  the  Act  which  made  it  possible  for  the  College  either  to  suspend  or 
to  cancel  a  physician's  licence  as  a  disciplinary  measure.67  During  the  interwar 
period  much  of  the  College's  attention  was  directed  towards  what  it  considered 
improper  methods  of  practice.  More  recently  the  emphasis  has  been  on  dealing 
with  incompetent  physicians.  In  1942  an  Act  was  passed  providing  that  physicians 
who  had  been  found  mentally  incompetent  should  be  struck  off  the  Register.68 
In  1960  the  Act  was  amended  to  allow  the  Council  to  discipline  for  "improper" 
as  well  as  "infamous  or  disgraceful"  conduct.69  As  the  interest  of  the  public  in 
the  competence  of  physicians  increased,  spokesmen  for  both  the  College  and  the 
Ontario  Medical  Association  (OMA)  said  that  they  felt  that  the  statute  did  not 
give  them  power  to  discipline  incompetent  practitioners,  and  in  1965  the  Act  was 
amended  to  define  professional  misconduct  as  "conduct  unbecoming  a  medical 
practitioner  or  incompetence".70 

During  this  time  there  were  also  several  changes  made  in  disciplinary  pro- 
cedures. In  1962  the  Discipline  Committee  was  empowered  to  impose  the  penalties 
of  reprimand  or  suspension  up  to  three  months.71  If  a  more  severe  punishment 
were  felt  warranted,  the  matter  would  be  referred  to  Council.  An  appeal  lay  from 
the  Discipline  Committee  to  the  Council  and  from  the  Council  to  the  Court  of 
Appeal.  In  1966  further  amendments  increased  the  powers  of  the  Discipline 
Committee,  allowing  it  to  suspend  a  member  for  twelve  months  and  to  recom- 
mend the  penalty  to  the  Council  in  more  serious  cases.72  The  appeal  provisions 
were  altered  to  provide  that  a  High  Court  judge  should  hear  the  appeal  in  the 
first  instance  with  a  further  appeal  to  the  Court  of  Appeal  for  Ontario. 

Dentists,  Dental  Technicians  and  Dental  Hygienists 

The  responsibilities  of  the  dental  profession  for  setting  admission  standards,  for 
disciplining  practitioners,  and  for  ensuring  the  competence  of  practitioners  have 
not  been  fundamentally  altered  in  the  period  since  1914.  The  changes  that  were 
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made  in  the  relevant  legislation  were  similar  to  those  affecting  physicians  as 
described  in  the  preceding  section.  On  their  own  initiative  the  dentists  went  further 
than  the  physicians  in  making  regulations  which  actually  denned  misconduct.  But 
as  in  the  case  of  the  physicians,  there  were  no  major  legislative  changes  in  the 
powers  of  the  profession  in  this  area  until  the  1960's.  The  new  public  concern 
about  the  competence  of  practitioners  noted  above  in  connection  with  physicians 
also  applied  to  the  dental  profession,  and  in  1966  the  Dentistry  Act  was  amended  to 
provide  that  professional  misconduct  included  incompetence.73  At  the  same  time 
the  discipline  procedures  were  altered  to  conform  with  those  of  the  College  of 
Physicians  and  Surgeons  of  Ontario.  For  example,  the  Discipline  Committee  was 
empowered  to  impose  minor  penalties.  One  unique  power  was  given  to  the 
Board,  however:  the  power  to  fine  offending  dentists  up  to  $1,000. 

The  most  distinctive  changes  in  the  legislation  affecting  dentistry  in  the  years 
since  World  War  I  have  been  those  relating  to  auxiliary  workers  in  the  practice. 
The  period  after  the  First  World  War  was  marked  by  the  emergence  of  a  number 
of  occupations  auxiliary  to  the  established  healing  professions.  The  earliest  of  these 
groups  to  be  recognized  were  the  dental  technicians.  Technicians  manufactured 
false  teeth  and  other  dental  appliances  according  to  the  prescription  of  a  dentist. 
There  was  often  conflict  between  the  two  groups,  since  many  technicians  felt  that 
they  were  as  able  as  the  dentists  to  prescribe. 

Responsible  members  of  both  groups  endeavoured  to  improve  relations,  but 
often  with  little  success.  In  1920  the  Ontario  Prosthetic  Dental  Association  was 
formed  to  seek  legislation  governing  technicians,  and  a  joint  committee  was  formed 
with  members  of  the  College  to  draft  a  Bill.  No  agreement  was  reached,  however, 
and  the  project  was  abandoned.  In  1939  the  technicians  requested  the  Council  to 
form  another  joint  committee  which  could  attempt  to  solve  disputes,  but  in  spite 
of  their  efforts  relations  deteriorated  further.  The  result  was  an  amendment  to  the 
Dentistry  Act  defining  dentistry  very  broadly  but  excepting  those  who  worked 
on  a  prescription.74 

Under  this  Act  the  possession  of  dental  apparatus  was  to  be  prima  facie 
evidence  of  practice.  An  exception  was  made  if  the  College  had  given  permission 
for  its  use;  thus  practical  power  to  license  dental  laboratories  was  given  to 
the  College. 

In  spite  of  the  repressive  nature  of  this  legislation,  or  perhaps  because  of  it, 
joint  efforts  continued  to  be  made  to  find  an  acceptable  means  of  self-regulation 
for  the  technicians.  Agreement  was  reached  in  1945  and  embodied  in  legislation 
the  following  year. 

The  Governing  Board  of  Dental  Technicians  established  by  the  Dental  Tech- 
nicians Act75  consisted  of  five  members  appointed  by  the  Lieutenant  Governor  in 
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Council.  These  men  had  power  to  make  regulations  governing  the  registration, 
qualification76  and  discipline  of  dental  technicians  in  Ontario,  but  all  regulations 
had  to  be  approved  by  the  Royal  College  of  Dental  Surgeons  of  Ontario  before 
they  were  submitted  to  the  government  for  approval. 

A  number  of  exceptions  were  made  where  unlicensed  persons  could  perform  as 
dental  technicians.  These  included  dentists  and  physicians  and  employees  of  hos- 
pital, university  and  municipal  clinics  who  were  working  according  to  a  dentist's 
prescription.  Another  exception  was  made  in  favour  of  the  employers  of  dental  tech- 
nicians, and  of  a  single  dentist  or  partners  in  a  joint  practice;  but  dentists  with 
separate  practices  could  not  join  together  and  employ  an  unregistered  technician. 

Finally  the  Act  allowed  registered  technicians  to  incorporate  their  businesses 
but  required  that  each  incorporated  laboratory  should  be  managed  by  a  registered 
technician. 

Like  all  the  healing  professions,  dentists  recognized  that  much  of  their  work 
was  routine  and  could  be  done  just  as  well  by  less  highly  qualified  persons.  Unlike 
the  other  professions,  however,  soon  after  the  war  they  decided  to  promote  a 
course  to  train  auxiliaries  who  could  relieve  them  of  these  simpler  tasks.  In  1947 
an  Act  was  passed  allowing  the  Board  to  make  regulations  concerning  the 
establishment  and  control  of  a  body  to  be  known  as  dental  hygienists.77  A  great 
deal  of  opposition  to  this  plan  was  expressed  by  the  conservative  members  of  the 
profession,  who  firmly  believed  that  all  work  done  inside  the  mouth  should  be 
performed  by  a  dentist;  thus  it  was  not  until  1951  that  any  regulations  were  pub- 
lished.78 A  two-year  training  course  was  started  that  fall  by  the  University  of 
Toronto,  and  there  has  been  increasing  acceptance  of  dental  hygienists  ever  since. 

Pharmacists 

Under  the  provisions  of  the  Pharmacy  Act  as  re-enacted  in  1911,  the  College  of 
Pharmacy  lacked  some  of  the  regulatory  powers  with  which  the  physicians'  and 
dentists'  bodies  had  been  invested.  In  particular,  the  disciplinary  power  of  the 
College  of  Pharmacy  did  not  equal  that  of  the  other  colleges.  In  1917  the  College's 
only  power  was  to  recommend  to  the  Lieutenant  Governor  that  the  name  of  a 
member  who  had  been  guilty  of  an  offence  under  the  Pharmacy  Act  be  erased  from 
the  Register.  In  that  year  an  amendment  was  passed  which  provided  that  the 
Council  might  reinstate  such  a  member  after  two  years.79  In  1924  the  power  to 
impose  the  disciplinary  penalty  was  transferred  from  the  Lieutenant  Governor  to 
the  Council. 


76The  regulations  published  under  the  Act,  (C.R.O.  1950,  Reg.  34)  provided  that  applicants 
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Although  pharmacy  was  one  of  the  earliest  professions  to  be  regulated,  com- 
paratively few  changes  had  been  made  in  the  Pharmacy  Act  since  its  inception; 
in  the  late  1940's  the  College  began  to  press  for  a  completely  new  Act.  The 
government  refused  to  present  the  draft  Bill  prepared  by  the  College  to  the 
Legislature,  however,  and  a  number  of  separate  Bills  were  substituted.  The  first 
of  these,  passed  in  1951,  placed  further  restrictions  on  the  sale  of  drugs  by  both 
pharmacists  and  wholesalers.80  It  also  provided  for  the  erasure  from  the  Register 
of  a  pharmacist  who  was  found  to  be  mentally  incompetent. 

The  next  year  another  Act  was  passed81  and  for  the  first  time  all  registrants 
were  entitled  to  vote  for  Council  members.  They  also  were  required  to  pay  an 
annual  fee;  pharmacy  owners  and  managers  still  were  charged  with  an  extra  levy. 

In  1953  the  Act  was  completely  revised  to  bring  it  more  into  line  with  those 
governing  the  other  professions.82  Great  changes  were  made  in  the  Council's 
disciplinary  powers.  For  the  first  time  it  was  given  power  to  cancel  the  licence 
of  a  member  found  guilty  of  "negligence,  incompetency  or  improper  conduct  in  a 
professional  respect".  In  1960  an  amendment  added  the  power  to  suspend  on  the 
same  grounds.83  The  1953  Act  also  provided  a  limitation  period  of  six  months 
for  an  action  brought  against  a  pharmacist  for  negligence. 

At  the  same  time  several  new  provisions  were  made  concerning  corporate 
pharmacies.  In  any  new  company  formed  to  operate  a  pharmacy,  the  majority  of 
both  shareholders  and  directors  had  to  be  pharmacists.  In  addition,  a  Register  of 
pharmacies  was  to  be  kept,  and  anyone  who  bought  or  opened  a  pharmacy  had  to 
inform  the  Registrar  of  that  fact. 

Nurses 

The  Nurses  Register  authorized  in  1912  was  not  established  until  1920.  In  the 
meantime  the  Graduate  Nurses  Association  of  Ontario  carried  its  plea  for  regula- 
tions governing  nurses'  training  to  the  Hodgins  Commission.  The  Commissioner 
recommended  that  some  such  regulations  be  made,84  and  the  Department  of 
Education  was  given  the  job  of  drafting  them.  A  stalemate  occurred  when  the 
Provincial  Secretary  refused  to  accept  these  regulations  because  they  had  been 
drafted  by  another  department.  The  situation  was  not  resolved  until  a  new  govern- 
ment passed  the  Nurses  Act  in  1922.85  Even  the  implementation  of  this  Act  was 
delayed  until  1923  because  of  the  objections  raised  by  the  hospitals  to  the  regula- 
tions made  under  it.80  These  regulations  provided  that  only  graduates  of  "approved" 
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training  schools  could  be  registered;  to  win  approval,  the  hospital  must  offer  a 
two-year  course  following  a  specified  curriculum.  In  addition  each  applicant  for 
registration  had  to  pass  a  standard  registration  examination.  Finally  provision  was 
made  for  the  appointment  of  an  inspector  of  training  schools,  who  was  to  keep  a 
record  of  the  "approved  schools".87  In  1924  the  administrative  responsibility  for 
the  Act  passed  from  the  Provincial  Secretary,  who  had  continued  to  keep  the 
Nurses  Register,  to  the  Department  of  Health.88  At  the  same  time  the  regulations 
were  amended  to  provide  that  a  Council  of  Nurse  Education  should  be  appointed 
to  advise  the  Department.89  This  Council  was  to  include  three  nurses,  as  well  as 
two  physicians  and  the  inspectors  of  hospitals  and  training  schools,  and  it  marked 
the  first  occasion  that  nurses  were  given  any  voice  in  controls  exercised  over 
their  profession. 

As  nursing  grew  in  popularity,  a  number  of  schools  were  opened,  mainly  in 
nursing  homes  or  by  correspondence,  that  offered  nurses'  training  to  girls  who 
did  not  meet  the  entrance  standards  of  hospital  schools.  Often  the  students  of 
these  schools  did  not  realize  they  were  not  eligible  to  write  the  registration 
examinations.  It  was  to  prevent  girls  from  being  misled  in  this  fashion  that  an 
amendment  to  the  Nurses  Act  was  passed  in  1938,  providing  that  nursing  schools 
could  be  established  only  with  the  consent  of  the  Minister  of  Health.90  This 
measure  did  not  abolish  the  unapproved  schools,  however;  they  still  continued  to 
train  "practical  nurses". 

In  1944  the  provisions  governing  the  administration  of  the  Act  were  re- 
enacted.91  A  Director  of  Nurses  was  appointed  to  act  as  Registrar,  and  statutory 
recognition  was  given  to  the  Council  of  Nursing  Registration.  The  Act  also  gave 
the  Lieutenant  Governor  in  Council  power  to  make  regulations  governing  the 
cancellation  or  suspension  of  registration.  Unlike  those  of  other  professions,  the 
regulations  published  that  year  based  disciplinary  actions  not  on  misconduct,  but 
on  malpractice,  incapacity,  or  alcohol  or  drug  addiction.92 

Registration  under  the  Nurses  Act  only  certified  that  the  registrant  had  achieved 
a  certain  standard  of  training;  it  did  not  prevent  girls  who  did  not  meet  this 
standard  from  being  employed  and  known  as  "nurses".  In  1945  an  attempt  was 
made  to  recognize  and  organize  this  group  in  the  presentation  of  a  Bill93  that  would 
allow  them  to  be  registered  under  the  title  of  registered  nursing  assistant.  Although 
this  measure  was  not  passed,  a  more  detailed  Act  was  put  into  effect  two  years 
later.91  This  gave  the  Lieutenant  Governor  in  Council  the  same  powers  over 
certified  nursing  assistants  as  over  nurses,  including  the  approval  of  their  training 
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courses,  which  had  to  be  given  in  hospitals.  Registration  in  this  case,  too,  operated 
only  as  a  certification,  and  many  nurses  remained  who  did  not  qualify  for 
registration  in  either  category. 

In  1951  nurses  finally  achieved  the  ambition  first  stated  in  1904:  regulatory 
power  over  nursing  was  transferred  from  the  Lieutenant  Governor  in  Council 
to  the  Registered  Nurses'  Association  of  Ontario.95  Under  the  Nurses  Registration 
Act  its  Board  of  Directors  was  given  power  to  make  regulations  concerning  the 
education,  examination,  registration  and  discipline  of  nurses.  The  Nursing  Act, 
passed  at  the  same  time,  provided  that  the  Lieutenant  Governor  should  retain 
control  over  the  establishment  of  training  schools  and  certified  nursing  assistants.96 
The  regulations  under  this  Act  changed  the  provision  that  all  schools  must  be  run 
by  a  hospital  or  university.  This  opened  the  way  for  new  methods  of  training.  For 
example,  some  high  schools  now  offer  courses  for  registered  nursing  assistants; 
and  private  nursing  schools  that  operate  independent  of  hospital  control,  such  as 
the  Florence  Nightingale  School  and  Quo  Vadis,  offer  shortened  and  refresher 
courses  for  graduate  nurses. 

There  were  still  large  numbers  of  "nurses"  who  were  not  governed  by  any 
legislation,  and  an  attempt  was  made  to  remedy  this  in  1957.97  An  amendment  to 
the  Nurses  Act  provided  that  no  one  could  offer  a  training  course  for  "practical" 
nurses  without  the  approval  of  the  Lieutenant  Governor  in  Council.  Such  courses 
usually  were  offered  by  private  profit-making  enterprises,  and  it  was  decided  in 
1960  that  they  would  be  now  classified  as  "trade  schools"  and  placed  under  the 
control  of  the  Department  of  Education. 

The  1957  Act  also  provided  for  regulations  to  govern  the  annual  licensing  of 
nursing  registries  by  the  Director  of  Nursing.  This  ultimately  reduced  the  amount 
of  nursing  aid  available  from  this  source,  since  the  regulations  provided  that 
registries  could  list  only  registered  nurses,  certified  nursing  assistants  and  practical 
nurses  graduated  from  approved  schools.  Until  this  time  most  of  the  nurses  listed 
had  been  "undergraduates",  those  who  had  not  completed  their  training. 

Nursing  was  the  only  profession  in  which  registration  was  controlled  by  a 
voluntary  organization,  and  there  was  naturally  some  opposition  among  nurses  to 
this  situation.  Many  of  them  also  thought  that  control  over  the  various  classes  of 
nurse  should  be  vested  in  one  body.  It  was  felt  that  the  best  solution  to  both 
these  problems  would  be  to  set  up  a  College  of  Nurses,  and  an  Act  to  this  effect 
was  passed  in  1962.98  The  Council  of  the  College  was  to  register  both  nurses  and 
nursing  assistants,  and  to  regulate  their  education  and  approve  their  schools.  All 
registered  nurses  were  entitled  to  vote  for  the  majority  of  the  Council  representa- 
tives. In  addition  the  RNAO  was  to  appoint  four  representatives,  and  a  further 
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member  was  to  be  appointed  by  the  Association  of  Certified  Nursing  Assistants 
of  Ontario  (renamed  in  1965  the  Ontario  Association  of  Registered  Nursing 
Assistants). 

The  College  did  not  have  sole  power  over  training  schools  for  long,  however. 
In  1963  legislation  was  passed  setting  up  an  Educational  Advisory  Committee 
which  was  to  examine  all  the  College's  proposed  regulations  concerning  education." 
The  Council  was  to  consist  of  representatives  of  all  bodies  who  might  have  an 
interest  in  nursing  education,  including,  of  course,  nurses,  but  also  representatives 
from  the  Ontario  Hospital  Services  Commission,  Ontario  Hospital  Association, 
Department  of  Education  and  the  university  medical  schools.  The  following  year 
the  power  to  approve  schools  was  transferred  from  the  College  to  the  Lieutenant 
Governor  in  Council,  although  the  College  was  still  to  make  recommendations  on 
this  matter.100 

Drugless  Practitioners 

Various  types  of  drugless  practitioners  had  begun  practising  in  Ontario  at  the 
turn  of  the  century.  Although  the  orthodox  medical  profession  scorned  them  as 
quacks  and  cultists,  most  groups  had  some  training  and  many  practised  according 
to  theories  that  were  widely  accepted  in  other  parts  of  the  world.  Two  of  these 
groups,  the  osteopaths  and  the  chiropractors,  sought  legislation  giving  them  com- 
parable privileges  to  the  established  professions,  but  in  each  case  opposition  from 
the  medical  profession  defeated  the  measure.  The  continued  opposition  to  their 
right  to  practise  on  the  part  of  the  College  of  Physicians  and  Surgeons  of 
Ontario  eventually  led  the  government  to  provide  for  a  registration  system  under 
the  Medical  Act  in  1923.101  When  this  system  proved  unworkable,  a  separate 
Drugless  Practitioners  Act  was  passed  in  1925.102 

This  Act  established  a  Board  of  Regents,  to  be  appointed  by  the  Lieutenant 
Governor  in  Council.  The  Board  had  the  power  to  govern  the  various  forms  of 
drugless  therapy  by  regulations.  These  regulations  might  provide  for  the  registration 
of  drugless  practitioners  by  classification  and  might  specify  the  practice  of  each 
classification.  In  addition  they  might  deal  with  the  cancellation  or  suspension  of 
registration  for  incompetence,  ignorance  or  misconduct.  The  first  regulations  were 
published  under  the  Act  in  1926103  setting  up  five  classifications:  chiropractors, 
chiropodists,  drugless  therapists,  masseurs  and  osteopaths.  In  each  case,  in  order 
to  be  registered  the  applicant  had  to  follow  a  specified  educational  program  and 
pass  a  Board-administered  licensing  examination. 

In  1944  regulations  were  published  which  made  some  changes  in  the  classi- 
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fication  system.104  Chiropodists  were  removed  from  the  Drugless  Practitioners  Act 
and  registered  under  a  separate  Chiropody  Act,105  which  established  a  Board  of 
Regents  for  Chiropody  with  the  same  powers  as  the  Board  under  the  former  Act. 
A  new  classification  for  physiotherapists  was  established.  A  distinction  was  made 
between  "major"  and  "minor"  classifications  in  that  the  minor  classifications  — 
masseurs  and  physiotherapists  —  could  engage  in  practice  only  on  the  prescription 
of  a  physician  or  of  a  practitioner  registered  under  one  of  the  major  classifications. 

The  Board  of  Regents  of  Drugless  Practitioners  was  faced  with  the  difficult 
task  of  regulating  professions  varying  widely  in  skill,  education  and  acceptance  by 
the  more  orthodox  medical  practitioners.  In  1952  this  situation  was  eased  by  the 
passage  of  an  Act  which  authorized  the  Lieutenant  Governor  to  appoint  a  Board 
of  Directors  to  take  the  place  of  the  Board  of  Regents  in  governing  a  specific 
classification.106  By  1955,  separate  Boards  had  been  appointed  for  each  classifica- 
tion, but  since  that  time  no  new  regulations  have  been  made  for  drugless  therapists. 
Although  new  regulations  were  made  concerning  all  other  groups,  they  were 
similar  in  form  and  scope.  Each  provided  for  registration  after  passing  an  exam- 
ination set  by  the  Board,  and  for  annual  renewal  thereafter.  Occupational  designa- 
tions that  might  be  used  were  severely  limited,  and  a  practitioner's  registration 
might  be  cancelled  if  he  were  found  guilty  of  misconduct,  ignorance  or  incom- 
petence. Only  the  educational  provisions  reflected  the  great  differences  among  the 
various  groups.  Masseurs  were  entitled  to  write  the  registration  examination  after 
completing  a  one-year  course,  once  they  had  received  the  Ontario  intermediate 
certificate.107  Physiotherapists  had  to  write  nine  grade  thirteen  papers  and  complete 
a  course  totalling  2,500  hours,  whereas  chiropractors  needed  to  pass  four  grade 
thirteen  papers  and  complete  a  four-year  course.  Osteopaths  had  the  highest 
standards  of  all:  students  must  complete  a  four-year  course  to  be  started  after  two 
years  of  post-secondary  education. 

Optometrists 

Early  in  this  century  a  group  of  optometrists  formed  an  association  to  seek  legis- 
lation to  control  the  practice  of  optometry.  To  this  end,  Bills  were  presented  in 
191 1,108  1912109  and  1913;110  none  of  these  passed,  however,  because  the  Legis- 
lature felt  another  "closed  corporation"  would  be  created. 

A  fourth  attempt  at  legislation  was  made  in  1919,  and  this  time  the  Bill  was 
passed.111  It  provided  for  the  appointment  by  the  Lieutenant  Governor  in  Council 
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of  a  five-man  Board  of  Examiners.  This  Board  could  make  regulations  concerning 
the  educational  qualifications  of  those  who  wished  to  register  and  could  set  qualify- 
ing examinations  for  those  who  met  the  standards. 

The  Act  provided  only  for  certification  of  optometrists,  but  the  Board  was  also 
given  certain  powers  over  unregistered  practitioners.  For  example,  just  as  it  could 
erase  an  optometrist  from  the  Register  if  it  found  he  had  been  guilty  of  illegal 
practices,  incompetence,  inebriety,  fraud  or  misrepresentation,  so  also  could  it 
prohibit  an  unregistered  optometrist  from  practising  for  one  year  on  exactly  the 
same  grounds.  The  Act  also  prohibited  anyone  from  selling  spectacles  from  house 
to  house  or  by  any  other  means  than  from  an  established  office. 

The  Act  applied  to  both  opticians  and  optometrists  without  distinction.  The 
difference  between  them  was  recognized  in  the  first  regulations  under  the  Act 
published  in  1920,  which  defined  the  scope  of  each  group  and  set  lower  educa- 
tional requirements  for  opticians.112 

At  this  time  there  was  no  training  school  in  Canada,  and  in  1925  an  Act  was 
passed  allowing  the  Board  to  set  one  up.113  The  school  was  opened  that  same  year, 
giving  a  two-year  course  for  optometrists. 

Just  as  the  first  efforts  at  optometrical  legislation  were  directed  against  the 
itinerants,  subsequent  efforts  were  aimed  at  subduing  their  replacements,  the  mail- 
order houses.  These  men  operated  from  an  established  office,  sending  salesmen 
throughout  the  country  who  carried  machines  with  which  a  customer  could  test 
his  own  eyes  and  order  the  indicated  spectacles  by  mail. 

The  first  Bill  aimed  at  preventing  this  practice  was  introduced  in  1929  and 
defeated.114  The  same  fate  met  a  measure  presented  the  following  year.115  In 
1931,  however,  after  a  great  deal  of  debate  and  several  amendments,  an  Act  was 
passed  which  somewhat  limited  mail-order  activities.116  It  provided  that  only  those 
on  the  Register  could  sell  spectacles  but  made  exceptions  in  favour  of  retail 
merchants.  These  men,  were  prohibited,  however,  from  supplying  any  device  by 
which  a  customer  might  test  his  own  eyes  except  the  standard  eye  chart.  This  Act 
also  converted  registration  into  licensure  by  prohibiting  anyone  who  was  not  regis- 
tered from  practising  optometry,  unless  according  to  exception. 

Although  this  measure  was  not  as  restrictive  as  the  optometrists  had  wished, 
the  Board  was  extremely  vigilant  in  enforcing  its  provisions.  This,  together  with 
the  high  prices  charged  for  spectacles  in  a  time  of  depression,  incurred  the  enmity 
of  the  Opposition  leader,  Mitchell  Hepburn,  against  the  profession.  In  1933,  he 
introduced  a  Bill  to  repeal  the  Optometry  Act,  but  the  Bill  was  allowed  to  lapse.117 
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When  a  change  in  government  brought  him  to  power  as  premier  in  1936,  a  re- 
pealing Act  was  soon  passed.118  A  new  Act  was  introduced119  providing  for  an 
appointed  Board  with  the  same  power  to  regulate  registration  and  education,  but 
with  a  disciplinary  function  limited  to  revoking  the  licences  of  those  convicted  of 
fraudulent  practices.  It  was  specifically  provided  that  practitioners  might  advertise 
the  price  of  spectacles. 

Another  change  of  government  in  1944  led  to  legislation  restoring  the  Board's 
power  to  discipline  for  disgraceful  conduct,  as  defined  by  regulation,  and  giving 
the  Board  power  to  make  regulations  concerning  advertising  including  those 
setting  the  actual  price  and  terms  upon  which  spectacles  could  be  bought.120 

The  opposition  in  the  Legislature  to  the  1944  measure  continued  even  after 
the  Act  was  passed.  In  1945  Mitchell  Hepburn,  again  in  the  Opposition,  unsuccess- 
fully presented  a  Bill  to  repeal  the  provision;121  and  in  1946  the  debate  over  a 
corrective  measure122  centred  on  the  1944  Act,  in  spite  of  the  fact  that  no  regula- 
tions were  made  under  it  until  1950.  These  provided  that  conviction  for  a  crime 
affecting  fitness  to  practise  or  the  use  of  an  improper  occupational  designation 
would  constitute  improper  conduct.  It  was  not  until  1957  that  regulations  aimed 
at  full  price  disclosure  in  advertising  were  put  into  force. 

Like  all  the  major  disciplines,  the  optometrists  felt  that  they  should  be  able 
to  elect  their  own  Board.  The  first  step  towards  this  end  was  taken  in  1951, 
when  an  Act  was  passed  which  provided  for  a  representative  Board  of  nine  opto- 
metrists and  three  opticians.123  Because  of  disagreements  between  these  two  groups, 
however,  the  Act  was  never  proclaimed  in  force  and,  as  it  became  apparent  that 
no  agreement  could  be  reached,  Acts  were  passed  in  1961  giving  each  group  its 
own  governing  body.124 

The  following  year  the  Optometry  Act  created  the  College  of  Optometrists  in 
which  all  registered  optometrists  were  given  membership.125  It  was  to  be  governed 
by  an  elected  Board  of  Directors,  which  was  given  the  same  regulatory  powers  as 
the  old  Board  of  Examiners. 

In  contrast,  the  Act  governing  opticians  or  ophthalmic  dispensers,  as  they 
preferred  to  be  called,  provided  for  a  governing  board  to  be  appointed  by  the 
Lieutenant  Governor  in  Council.  The  Council,  however,  could  provide  that  the 
Board  should  be  elected.  Opticians  were  limited  to  dispensing  ophthalmic  appli- 
ances on  the  prescription  of  a  physician  or  optometrist,  but  they  could  supply 
duplicates  on  their  own  account.  Aside  from  physicians  and  optometrists  who  were 
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exempted  from  the  Act,  no  one  else  could  dispense  corrective  lenses,  although 
retail  merchants  were  still  allowed  to  sell  self-prescribed  spectacles.  The  Board  was 
given  the  usual  powers  concerning  registration  and  discipline.  The  original  Act 
provided  that  an  applicant  might  write  the  registration  examination  if  he  had 
completed  the  prescribed  course  with  one  year's  practical  experience,  or,  alter- 
natively, if  he  had  three  year's  practical  experience  supervised  by  a  physician, 
wholesale  optical  company,  optometrist  or  optician.  In  1963  this  latter  provision 
was  repealed  and  all  applicants  were  required  to  undergo  the  academic  training.126 
By  1965,  however,  it  was  apparent  that  this  would  limit  unduly  the  numbers 
entering  the  profession;  once  again  three  years'  practical  training  was  held  to  be 
sufficient  qualification,  provided  that  the  correspondence  course  provided  by  the 
Board  had  been  completed  during  the  training  period.127 

Other  Healing  Arts  Groups 

The  great  strides  in  medical  knowledge  made  since  World  War  II  have  spawned 
a  large  number  of  ancillary  occupations  that  deal  with  particular  aspects  of  health 
care.  For  example,  improvements  in  therapeutic  techniques  have  led  to  prolifera- 
tion in  the  types  of  therapists  employed  to  administer  them,  and  the  growing  use 
of  diagnostic  machines  such  as  x-rays  has  created  a  demand  for  operating  techni- 
cians. The  variety  of  jobs  that  has  been  created  is  shown  in  the  various  methods 
used  in  training.  These  range  from  postgraduate  university  courses  to  informal 
instruction  by  the  employer,  physician  or  hospital.  In  this  rapidly  changing  environ- 
ment, voluntary  associations  for  most  occupations  have  been  organized  which  try 
to  impose  uniform  standards  on  members  of  each  occupational  group.  Recently 
many  such  groups  have  tried  to  obtain  legislative  sanction  for  these  standards, 
but  so  far  only  two  of  them  have  succeeded. 

Psychologists.  At  the  request  of  psychologists  in  the  province,  the  Psycholo- 
gists Registration  Act  was  passed  in  I960.128  The  Act  provided  for  the  appoint- 
ment of  a  Board  of  Directors  in  Psychology  which  was  to  maintain  a  Register  of 
those  entitled  to  practise  psychology  as  a  healing  art.  Registration  is  based  on 
passing  an  examination  set  by  the  Board  after  completing  a  doctoral  program  in 
psychology,  together  with  one  year's  practical  experience.  A  grandfather  clause 
provided  for  registration  of  practitioners  who  had  two  years'  experience  and  a 
doctorate,  or  four  years'  experience  after  a  Master's  degree.  Only  those  registered 
under  the  Act  are  entitled  to  use  the  title  "Psychologist",  except  for  physicians  or 
persons  in  the  course  of  their  employment  by  the  federal  government,  Ontario 
government  or  a  university. 

The  Act  also  defines  limits  of  practice.  Patients  can  be  treated  only  on  a 
referral  from,  or  in  association  with,  a  physician,  and  psychologists  are  expressly 
prohibited  from  practising  medicine. 
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Radiological  Technicians.  The  other  group  to  achieve  legislation  during  this 
period  was  the  radiological  technicians,  when  the  Radiological  Technicians  Act 
was  passed  in  1963.129  The  Board  appointed  under  the  Act  is  composed  of  four 
technicians  and  three  physicians.  In  addition  any  regulations  proposed  under  the 
Act  must  be  submitted  to  the  College  of  Physicians  and  Surgeons  of  Ontario  thirty 
days  before  presentation  to  the  Lieutenant  Governor.  The  Board  is  entitled  to  set 
the  entrance  standards  for  training  courses,  to  approve  such  courses,  and  to  set 
registration  examinations  for  those  who  graduate.  Registration  entitles  the  registrant 
to  the  use  of  the  title  "Registered  Radiological  Technician"  (R.R.T.)  but  does  not 
operate  as  an  exclusive  licence  to  perform  the  technical  services  involved. 

Public  Health 

The  Department  of  Health  was  established  in  1923  and  validated  by  legislative 
authority  the  following  year.130  In  1927  the  Public  Health  Act  was  revised  so  that 
the  Department  took  over  the  functions  of  the  Board  of  Health  and  the  Minister 
the  duties  of  the  chief  officer  of  health.131  In  addition  provision  was  made  for  the 
appointment  of  a  chief  inspector  of  health. 

The  change  in  administration  ushered  in  a  period  of  expansion  in  public  health 
provisions.  Many  of  these  had  to  do  with  the  health  of  school  children.  In  1924 
the  local  boards  of  health  had  been  authorized  to  arrange  for  medical  and  dental 
inspection  in  the  schools.132  The  1927  Act  provided  that  there  should  also  be  an 
annual  sanitary  inspection  of  school  buildings,  and  in  1940  it  was  provided  that 
school  boards  could  negotiate  with  the  municipality  regarding  the  provision  of  a 
full-time  public  health  nurse  for  the  school  system.133  Another  provision  regarding 
children  was  made  in  1945,  when  it  was  provided  that  all  premises  where  children 
from  ages  three  to  sixteen  were  cared  for  must  be  inspected  by  the  medical 
officer  of  health,  who  gave  any  orders  to  the  operator  he  felt  necessary  to  ensure 
their  proper  care.134  Also  in  1938  an  Act  was  passed  which  required  that  all  milk 
sold  be  pasteurized.135 

There  were  also  some  new  provisions  regarding  the  control  of  disease.  In  1934 
the  Department  was  authorized  to  pass  regulations  regarding  the  isolation  within 
their  homes  of  a  person  contagiously  ill  and  his  contacts.136  The  medical  officer  of 
health  was  given  powers  to  identify  and  isolate  germ  carriers  in  1938,137  and  in 
1945  it  was  decided  that  local  boards  could  enter  into  agreements  with  hospital 
boards  regarding  the  provision  of  isolation  hospitals.138 
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Finally,  the  number  of  occupations  supervised  by  the  Department  increased. 
According  to  a  1930  Act  all  barber  shops  and  hairdressing  establishments  were 
to  be  licensed  and  subject  to  departmental  regulation;139  later,  all  plants  producing 
non-intoxicating  beverages  were  to  be  licensed;140  and  in  1936  an  Act  was  passed 
regulating  fumigation  and  requiring  that  each  fumigator  be  licensed.141 

After  the  war  the  public  health  functions  of  the  Department  of  Health  con- 
tinued to  increase,  both  in  the  provision  of  services  and  the  regulation  of  occupa- 
tions that  might  affect  health.  In  1954  the  Minister  was  authorized  to  make  grants 
to  institutions  caring  for  polio  victims,142  and  in  1955  a  public  program  of  mother 
and  child  care  was  authorized143  which  included  diagnostic  and  medical  services 
for  expectant  mothers  and  for  children.  In  1957  an  Act  was  passed  setting  out  the 
method  by  which  a  municipality  might  institute  a  water  fluoridation  program,144 
and  most  recently  in  1966  local  boards  were  authorized  to  provide  ambulance 
services.145 

Although  the  responsibility  for  approval  of  water  and  sewage  systems  was 
transferred  in  1957  to  the  Ontario  Water  Resources  Commission,  the  Department 
retained  some  control  over  the  initiation  of  such  systems.  In  1959  legislation  pro- 
vided that  the  Department's  statement  that  a  sewage  system  was  necessary  was 
sufficient  authorization  for  the  municipality  to  borrow  money  for  the  purpose.146 
In  1965  the  local  board  was  given  power  to  authorize  a  building  to  be  linked  up 
with  the  sewer  system.147  The  Act  went  on  to  provide  that  if  the  owner  could  not 
afford  to  pay  for  such  installation,  the  municipality  might  do  so  and  later  charge 
the  owner  in  installments. 

The  Department  also  expanded  its  supervisory  functions  in  respect  of  public 
health.  In  1959  it  was  given  the  power  to  inspect  any  premises  in  which  an 
upholstering  business  was  carried  on.148  Public  swimming  pools  were  placed  within 
its  regulatory  powers  in  1964149  and,  finally,  in  1967  the  Public  Health  Act  was 
amended  to  enable  the  Minister  of  Health,  with  the  approval  of  the  Lieutenant 
Governor  in  Council  to  make  regulations  for  the  licensing  and  regulation  of 
medical  laboratories  and  other  health  facilities.150 

At  the  time  of  writing  a  complete  revision  of  the  Public  Health  Act  by  the 
Department  of  Health  was  in  progress. 
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Hospitals 


About  the  turn  of  the  century  a  great  deal  of  attention  was  centred  on  tuber- 
culosis, and  several  sanatoria  were  built  to  receive  its  victims,  mainly  in  the 
Muskoka  district.  Like  early  general  hospitals,  these  institutions  received  grants 
from  the  province  but  without  any  legislative  authority.  In  1913  the  Sanatoria  for 
Consumptives  Act  was  passed  both  to  regularize  these  grants  and  to  lay  down  the 
rules  under  which  further  sanatoria  might  be  built.151  A  municipality,  or  a  group 
of  municipalities  under  an  agreement,  was  responsible  for  the  building,  construction 
and  management  of  each  sanatorium,  but  all  plans  had  to  be  approved  by  the 
Board  of  Health.  The  municipality  could  then  pass  by-laws  raising  the  money  for 
its  construction,  appointing  a  Board  of  Trustees,  and  setting  out  the  conditions 
governing  the  admission  of  patients.  The  province  would  make  grants  to  cover 
one-fifth  of  the  construction  costs,  and  would  make  per  diem  maintenance  grants 
of  seventy  cents  per  patient.  In  1926  the  Act  was  amended  to  provide  that  any 
sanatorium  receiving  provincial  aid  could  not  refuse  to  admit  any  patient  suffering 
from  tuberculosis.152 

Soon  after  the  Department  of  Health  was  created,  it  assumed  responsibility 
for  the  administration  of  hospitals  from  the  Department  of  Hospitals.  Those  Acts 
which  governed  hospitals  were  re-enacted  to  accommodate  this  change  in  1931. 

The  Public  Hospitals  Act  of  1931  provided  for  provincial  grants  to  "approved" 
hospitals  —  i.e.,  those  receiving  aid  in  1930  or  those  approved  by  the  Lieutenant 
Governor  in  Council.153  In  return  for  this  aid,  which  was  set  at  one  dollar  and 
seventy-five  cents  per  day  for  each  patient,  hospitals  became  subject  to  greater 
control  by  the  government  than  heretofore.  The  Department  could  make  regulations 
classifying  hospitals  and  concerning  its  staff,  admission  and  treatment  of  patients, 
patient  records,  and  inspection.  Each  hospital  was  required  to  provide  facilities 
for  the  training  of  medical  students.  All  hospital  by-laws  continued  to  need 
government  approval.  The  Act  also  set  out  new  arrangements  for  municipal  pay- 
ments for  indigent  patients.  The  hospital  was  required  to  notify  the  municipality 
of  the  admission  of  any  indigent  resident  therein,  and  the  municipality  had  twenty 
days  to  dispute  its  liability  on  the  grounds  that  the  patient  was  either  not  an 
indigent  person,  or  not  a  resident  in  the  municipality.  If  the  municipality  that  made 
the  payments  was  able  to  ascertain  that  the  patient  was  resident  in  another  munici- 
pality in  Ontario  at  the  time  of  admission  to  hospital,  it  could  recover  its  expen- 
diture as  a  debt  from  the  municipality  in  which  the  patient  was  resident. 

An  Act  to  govern  private  hospitals  was  passed  at  the  same  time.154  By  defini- 
tion, a  private  hospital  was  any  house  which  admitted  more  than  four  patients. 
The  Department  could  make  regulations  governing  matters  as  in  public  hospitals. 
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Otherwise,  the  provisions  remained  much  the  same:  each  operator  had  to  have  a 
licence;  and  the  application  was  required  to  give  details  of  the  accommodation, 
which  could  not  be  changed  without  permission. 

The  Sanatoria  for  Consumptives  Act  was  also  changed  to  meet  the  new  situ- 
ation.155 Provincial  aid  was  available  only  to  approved  sanatoria,  and  approval 
was  on  the  same  basis  as  general  hospitals.  In  return  for  this  aid  such  institutions 
were  required  to  accept  patients  suffering  from  tuberculosis  and  to  provide  facilities 
for  medical  students.  Sanatoria  which  received  aid  could  not  be  closed  without  the 
permission  of  the  Lieutenant  Governor  in  Council.  In  addition  municipal  liability 
for  indigent  patients  was  put  on  the  same  basis  as  for  general  hospitals. 

In  1939  the  Act  was  amended  to  provide  that  the  medical  officer  of  health 
might  require  any  person  be  examined  for  tuberculosis,156  and  in  1941  he  was 
given  authority  to  lay  a  complaint  before  a  magistrate  who  could,  after  a  proper 
hearing,  commit  a  person  found  to  have  tuberculosis  to  a  sanatorium  for  one 
year.157 

The  most  important  change  in  hospital  legislation  since  World  War  II  took 
place  in  1957  with  the  passage  of  the  Ontario  Hospital  Services  Commission 
Act.158  The  Commission  set  up  by  the  measure  was  to  consist  of  three  to  seven 
members  appointed  by  the  Lieutenant  Governor  in  Council,  and  its  main  function 
was  to  institute  and  administer  a  hospital  insurance  plan.  In  addition  to  this  task, 
however,  it  was  given  the  responsibility  of  administering  both  the  Public  and 
Private  Hospitals  Acts.  The  Commission  was  also  given  supervisory  and  financial 
powers  in  the  hope  that  it  would  "insure  the  development  throughout  Ontario  of 
a  balanced  and  integrated  system  of  hospitals  and  related  health  facilities".  These 
powers  ranged  from  the  authority  to  institute  research  projects,  to  sections  advising 
on  hospital  management  and  accounting;  and  from  operating  schools  for  hospital 
personnel,  to  approving  the  sites  of  new  hospitals.  Finally,  it  was  the  Commission 
which  was  to  disburse  the  provincial  grants  to  hospitals.  The  following  year  (1958), 
insurance  coverage  was  extended  to  those  in  mental  hospitals  and  tuberculosis 
sanatoria.159 

Both  the  Public  Hospitals  Act  and  the  Private  Hospitals  Act  were  re-enacted 
in  1957  to  bring  them  into  accord  with  the  Hospital  Services  Commission  Act, 
but  there  were  no  substantial  changes  in  either.160  Since  that  time,  however,  the 
Commission  has  instituted  a  good  deal  of  uniformity  in  the  administration  of 
hospitals.  One  example  of  this  is  the  amendment  of  the  Nurses  Act  which  allows 
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certain  classes  of  nurses  —  such  as  those  trained  at  the  Salvation  Army's  Grace 
Hospital  —  to  be  registered  as  registered  nursing  assistants,  so  that  they  can  fit 
within  the  hierarchy  of  staff  required  by  the  Commission. 

As  medicine  has  become  more  complicated,  and  as  more  and  different  groups 
of  persons  have  become  necessary  to  provide  adequate  health  care  and  services, 
hospitals  rather  than  simply  providing  a  place  for  physicians  to  practise  on  private 
patients  have  themselves  become  primary  providers  of  health  care.  This,  of  course, 
involves  greater  direct  responsibility  to  patients,  and  recent  legislation  has  reflected 
this  trend.  In  1966  an  amendment  was  passed  providing  that  the  chief  of  staff  of  a 
department  (or,  if  the  hospital  was  not  divided  into  departments,  the  chief  of  staff 
of  the  hospital)  was  responsible  for  all  the  patients  within  his  department  to  the 
extent  that  if  he  became  aware  that  one  of  them  was  not  receiving  proper  care  from 
his  own  physician,  he  should  take  over  the  actual  treatment  himself  and  report  the 
matter  to  the  medical  advisory  committee.  The  committee  would  then  deal  with  the 
offending  physician.161 

Mental  Hospitals 

The  legislation  concerning  mental  hospitals  was  re-enacted  in  1913,  but  the  only 
new  provisions  were  those  which  permitted  the  admission  of  voluntary  patients 
and  required  the  investigation  of  the  superintendent  into  his  financial  affairs  before 
the  admission  of  any  patient.162  In  1916  the  Act  was  amended  to  provide  for 
the  admission  of  drug  addicts  and  alcoholics  on  the  same  basis  as  to  private 
sanatoria.163 

In  1919  the  names  of  hospitals  were  changed  from  Hospitals  for  the  Insane  to 
Ontario  Hospitals.164  The  first  real  change  in  the  care  of  the  mentally  ill  came  in 
1926,  when  the  Psychiatric  Hospitals  Act  was  passed.165  It  provided  that  cities  over 
100,000  might  establish  hospitals  for  "the  observation,  temporary  cure  and  treat- 
ment" of  residents  of  the  municipality.  The  intent  of  these  hospitals  was  to  discover 
if  a  patient  was  insane;  thus  certain  groups  such  as  the  aged,  epileptics,  feeble- 
minded and  addicts  were  excluded.  Once  established,  the  hospital  was  to  be 
administered  by  the  Department  of  Health,  which  would  appoint  the  staff  and 
make  grants  towards  maintenance  of  the  institution.  Admission  could  be  voluntary. 
or  on  the  certificate  of  a  physician,  or  by  warrant  of  the  Deputy  Minister  or 
Lieutenant  Governor,  and  was  limited  to  those  persons  who  were  residents  of  the 
municipality.  Patients  could  be  discharged  by  the  superintendent  if  he  thought 
them  fit;  if  he  decided  they  were  insane,  he  could  have  them  certified  in  the 
approved  manner. 
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In  1927  the  Hospitals  for  the  Insane  Act  was  changed  to  accommodate  the 
new  office  of  the  Public  Trustee.166  He  replaced  the  inspector  as  the  committee  of 
those  insane  for  whom  none  other  had  been  appointed.  His  responsibilities  as  such 
were  the  same  as  the  inspector's  had  been. 

In  1935  the  Mental  Hospitals  Act  replaced  the  Hospitals  for  the  Insane  Act.167 
The  new  Act  allowed  voluntary  or  addictive  patients  to  be  certified  while  in  the 
hospital.  The  most  important  provisions,  however,  were  those  which  extended  the 
services  offered  by  such  hospitals.  Approved  homes  were  set  up  to  which  a  patient 
could  be  discharged  to  adjust  to  normal  life,  and  yet  still  be  considered  a  patient. 
The  Act  authorized  the  creation  of  "examination  units",  which  were  like  psychiatric 
hospitals  in  that  they  provided  a  place  for  temporary  observation  (thirty  days) 
for  those  who  were  suspected  of  being  insane.  The  Department  might  also  establish 
mental  health  clinics  which  were  to  be  supervised  by  a  physician  and  staffed  by 
psychologists  and  social  workers.  Their  function  was  to  examine  persons  to  deter- 
mine their  physical  and  mental  condition.  Patients  might  be  voluntary,  or  referred 
by  an  organization  approved  by  the  Deputy  Minister  or  by  a  school.  Reports  on 
the  patient's  condition  were  to  be  made  to  the  patient,  the  Deputy  Minister,  and  the 
referring  organization. 

Since  World  War  II,  attempts  have  been  made  to  widen  the  base  of  treatment 
of  mental  illness  and  to  improve  the  procedures  surrounding  admission  and  release. 
In  the  1950's  an  attempt  was  made  to  achieve  these  ends  by  utilizing  the  facilities 
of  the  public  hospitals.  In  1952  legislation  authorizing  detention  units  was 
passed.168  The  units  were  to  be  set  up  in  public  hospitals  for  the  reception  both  of 
patients  under  the  various  warrants  of  the  Lieutenant  Governor  or  Deputy  Minister, 
and  of  those  remanded  by  a  judge  to  "a  safe  and  comfortable  place",  provided 
that  one  physician  had  said  that  the  person  was  a  suitable  subject  for  admission. 
A  patient  in  the  unit  could  be  kept  for  twenty-one  days,  after  which  he  must  be 
discharged  or  certified. 

The  establishment  of  detention  units  was  followed  by  the  creation  of  obser- 
vation units  in  1956. 169  These  were  to  consist  of  no  more  than  one-fifth  of  the  beds 
in  the  psychiatric  unit  of  the  public  hospital,  and  were  to  be  used  to  determine  the 
mental  condition  of  any  patient  who  applied,  provided  that  one  physician  thought 
he  needed  care.  The  observation  period  was  limited  to  five  days,  with  an  extension 
of  another  five  days  only  with  the  consent  of  the  hospital's  governing  body.  Finally 
in  1960  an  Act  made  it  possible  to  admit  anyone  apparently  needing  care  to  a 
mental  hospital  for  thirty  days,  if  the  superintendent  and  one  physician  consented.170 

New  provisions  were  made  regarding  the  release  or  retraining  of  patients.  In 
1962  it  was  stated  that  industrial  rehabilitation  centres  might  be  established,  where 
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patients  who  would  benefit  could  be  employed  and  paid  for  their  work.171  In  the 
same  year  authorization  was  given  to  the  superintendent  to  give  leave  of  absence 
to  his  patient. 

In  1962  an  attempt  was  made  to  broaden  the  base  of  mental  health  care  with 
the  creation  of  mental  health  centres.172  These  were  to  be  under  the  charge  of  a 
physician  and  to  provide  facilities  for  examining,  diagnosing,  and  treating  those 
with  mental  disorders  mainly  on  an  outpatient  basis. 

In  1966  Boards  of  Review  were  created.173  Appointed  by  the  Lieutenant 
Governor  in  Council  for  specific  institutions,  they  were  to  consist  of  not  more  than 
five  persons,  including  two  psychiatrists  and  one  lawyer.  Patients,  their  friends,  or 
the  Minister  of  Health  could  request  a  hearing  from  this  Board  as  to  the  patient's 
fitness  to  be  released,  either  unconditionally  or  into  custody. 

Conclusion 

It  has  been  the  purpose  of  this  chapter  to  trace  the  evolution  of  legislation  affecting 
the  provision  of  health  services  in  Ontario.  We  have  seen  that  this  legislation  has 
not  sought  to  establish  a  highly  centralized  system  of  public  control  over  these 
services;  rather,  it  appears  to  have  been  motivated  by  a  need  for  public  intervention 
in  regard  to  specific  problems  which  could  be  dealt  with  only  by  the  public 
authority.  Thus  we  find  the  government  legislating  to  protect  the  public  from 
dangerous  practitioners  and  to  provide  public  health  services  which  could  not  be 
provided  by  private  practitioners  or  by  private  institutions  without  public  support. 

The  principle  underlying  the  regulation  of  practice  is  clear:  organized  practi- 
tioners themselves  were  to  be  entrusted  with  the  responsibility  for  ensuring  the 
competence  and  reliability  of  practitioners  in  their  own  particular  fields.  The 
machinery  for  this  function  was  provided  by  the  colleges  of  practice,  to  which 
were  delegated  powers  to  exclude  unqualified  practitioners,  to  oversee  the  education 
of  students,  and  to  discipline  members.  The  most  conspicuous  problem  in  imple- 
menting this  system  of  self-regulation  was  in  defining  the  practice  itself  in  each 
case.  To  the  extent  that  this  judgment  had  to  be  based  on  "professional"  opinion, 
it  was  evident  from  the  outset  that  differences  would  arise  over  who  was  competent 
to  give  the  necessary  advice.  Thus  the  dissatisfaction  of  non-orthodox  practitioners 
in  the  field  of  medicine  with  the  attitude  of  physicians  towards  them  has  remained 
a  chronic  problem  to  this  day;  and  there  is  a  similar  problem  in  defining  nursing, 
optometry,  and  the  other  recognized  occupations  in  the  field  of  health. 

The  other  conspicuous  feature  of  the  approach  to  self-regulation  outlined  here 
has  been  its  lack  of  central  control.  Because  the  legislation  was  particular  to  each 
group  granted  recognition,  it  was  inevitable  that  there  be  little,  if  any,  central 
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coordination  of  the  processes  assigned  to  each  regulatory  body.  The  legislation  in 
this  respect  served  to  isolate  the  different  occupations  by  emphasizing  their 
independence  and  by  drawing  upon  their  members'  sense  of  professional  pride 
for  its  effectiveness. 

With  regard  to  both  public  health  and  hospitals,  the  legislation  reflects  again  a 
preference  for  minimizing  direct  provincial  government  control  of  health  services, 
with  as  much  of  the  responsibility  as  possible  being  delegated  to  municipal 
authorities  and  to  private  institutions. 

The  history  of  health  legislation  in  Ontario  sketched  in  this  chapter  shows  no 
break  in  the  application  of  these  fundamental  principles.  Yet  the  increasing 
complexity  of  the  health  field  and  the  simple  growth  in  its  dimensions  have, 
especially  since  World  War  II,  made  them  less  and  less  visible.  As  occupations  in 
the  health  field  have  proliferated,  the  traditional  college  of  practice  approach  to 
regulation  has  become  stretched  to  its  limits,  and  the  need  for  other  forms  of 
regulation  has  become  apparent.  The  increasing  involvement  of  publicly  financed 
educational  institutions  in  the  education  of  health  workers  has  made  possible  a 
new  avenue  of  direct  public  control  of  standards  of  training  for  many  of  the  older 
as  well  as  the  newer  occupational  groups.  Public  responsibility  for  manpower 
planning  also  has  rendered  the  traditional  forms  of  recruitment  and  training  less 
satisfactory  than  they  were  in  the  past. 

Similarly,  in  public  health  and  hospital  legislation,  the  institution  of  large-scale 
programs  of  preventive  medicine  in  school  and  community  health,  and  the  direct 
involvement  of  the  provincial  government  in  the  financing  of  hospital  and  health 
services  in  recent  decades  have  led  to  so  great  a  quantitative  change  in  the  public 
role  as  to  suggest  that  a  transformation  in  the  traditional  concept  of  public 
involvement  in  the  health  services  is  now  under  way. 


Chapter  Four    The  Institutional  Structure 

of  Health  Services 

Health  services  in  Ontario  have  been  shaped  by  a  number  of  forces.  In  Chapter  5 
we  discuss  the  part  played  by  the  economic  structure  within  which  those  services 
are  provided.  For  our  present  purposes  we  content  ourselves  with  observing  that 
ordinary  price  and  market  mechanisms  have  not  been  as  influential  in  shaping  the 
health  system  as  they  have  in  many  other  parts  of  the  economy.  As  a  consequence, 
government  has  played  an  increasingly  important  part,  not  only  in  allocating  the 
total  quantity  of  resources  to  health  services,  but  also  in  determining  the  mix  of 
resources  within  the  health  system. 

The  health  disciplines  themselves,  through  their  regulatory  bodies  and  their 
voluntary  associations,  also  exert  considerable  influence.  Although  subject  to  many 
government  controls,  hospitals,  too,  are  powerful  institutions  in  the  health  system 
and  utilize  a  major  portion  of  available  health  resources;  both  human  and 
monetary. 

Other  organizations  concerned  with  health,  such  as  the  Canadian  Arthritis  and 
and  Rheumatism  Society  and  the  Canadian  National  Institute  for  the  Blind,  act 
as  pressure  groups  to  direct  attention  and  resources  to  their  particular  sector  of 
the  health  field.  Funds  of  such  groups,  whether  government  grants  or  private 
donations,  may  be  directed  to  research,  or  to  providing  services  not  otherwise 
available  to  those  suffering  from  a  particular  disease  or  handicap.  Still  other 
organizations,  such  as  consumer  or  labour  groups  whose  primary  concerns  are  not 
related  to  health,  may  develop  strong  stands  on  particular  issues  in  this  field, 
making  their  positions  known  to  the  appropriate  agencies  through  briefs,  public 
statements  or  private  consultations.  The  initial  proposals  for  universal  health 
insurance,  for  example,  brought  strong  reaction  from  a  number  of  such  groups. 

One  of  the  chief  characteristics  of  Ontario's  health  care  system  then  is  the 
diversity  of  institutions  which  have  some  role  and  influence  in  the  provision  of 
health  care,  among  which  there  has  been  minimal  communication  or  cooperation. 
Indeed,  perhaps  the  most  serious  deficiency  of  the  health  system  is  the  lack  of 
coordination  among  the  elements  of  the  system. 

The  Government  Sector 

Increasingly  in  modern  times  government  has  accepted  an  enlarged  res  pons  ibility 
for  ensuring  adequate  health  standards.  It  has  become  directly  involved  in  the 
provision  of  health  services  (particularly  in  mental  and  public  health)  and  indirectly 

91 


92      The  Institutional  Structure  of  Health  Services 

involved  in  the  introduction  of  measures  to  regulate  many  health  disciplines,  as 
well  as  institutions  such  as  hospitals  and  nursing  homes.  More  recently,  by  the 
introduction  of  public  insurance  programs  for  hospital  and  health  services,  total 
resource  allocation  for  health  services  has  fallen  more  and  more  into  the  hands 
of  government.  But  even  within  the  government,  the  jurisdictions  and  agencies 
involved  with  health  are  many:  federal,  provincial  and  municipal  governments  are 
all  concerned  with  different  aspects  of  health  programs. 

As  we  have  shown  in  Chapter  3,  during  the  nineteenth  century  there  was 
little  direct  governmental  support  or  control  of  health  services.  As  the  demand 
for  such  services  increased  in  the  twentieth  century,  neither  private  institutions 
nor  the  provinces  alone  could  continue  to  support  all  the  necessary  programs 
without  some  financial  assistance  from  the  federal  government. 

The  main  functions  of  the  federal  government  have  been  to  make  available 
to  the  provinces  advisory  services  in  health  matters  and  to  provide  financial 
assistance  through  grant-in-aid  programs,  such  as  the  Hospital  Insurance  Program, 
the  National  Health  Grants  Program  and  more  recently  the  Public  Medical  Care 
Program.  With  the  implementation  of  health  programs  remaining  as  the  respon- 
sibility of  ten  different  provinces,  it  is  difficult  for  the  federal  government  to 
establish  or  enforce  any  national  health  standards.  For  example,  the  provinces 
have  not  been  obligated  to  participate  in  the  federal  grant-in-aid  programs; 
indeed,  although  grants  for  the  medical  care  insurance  program  were  first  made 
available  in  July  1968,  Ontario  did  not  join  until  October  1969.  On  the  other 
hand,  the  federal  government  is  directly  responsible  for  providing  health  services 
for  certain  categories  of  persons  including  mariners,  Indians  and  Eskimos, 
immigrants,  air  pilots  and  other  air  personnel,  and  for  regulating  hygienic 
standards  on  federal  property  and  interprovincial  common  carriers. 

Federal  Government 

The  Department  of  National  Health  and  Welfare  administers  most  of  the  federal 
government  programs  in  the  health  field.  The  Medical  Research  Council  adminis- 
ters the  major  portion  of  funds  available  for  medical  research  in  Canada  (although 
the  Defence  Research  Board  also  administers  some  medical  research  programs). 
The  Departments  of  Veterans  Affairs  and  National  Defence  are  responsible  for 
treatment  programs  provided  for  veterans  and  for  the  Armed  Services,  respectively. 
The  Dominion  Bureau  of  Statistics  is  responsible  for  collection,  analysis  and 
publication  of  National  Health  statistics.  The  Department  of  Agriculture  has  cer- 
tain health  responsibilities  connected  with  food  production. 

The  work  of  the  Department  of  National  Health  and  Welfare  is  divided 
between  direct  service  programs  and  grant-in-aid  or  advisory  programs  to  the 
provinces.  Among  the  direct  health  programs  are  those  carried  out  under  the 
jurisdiction  of  the  Medical  Services  Branch,  by  means  of  which  medical  services 
are  provided  to  persons  outside  the  jurisdiction  of  provincial  health  departments. 
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The  Food  and  Drug  Directorate  is  responsible  for  control  and  inspection  of 
food,  drugs,  cosmetics  and  medical  devices.  The  Directorate  also  determines  those 
persons  who  may  prescribe  or  dispense  certain  classes  of  narcotic  drugs,  including 
physicians  and  pharmacists;  and  it  requires  that  complete  records  of  the  distribu- 
tion of  these  drugs  be  maintained.  An  adverse  drug  reaction  reporting  program 
is  conducted  by  the  Directorate  in  conjunction  with  the  medical  profession,  and 
additional  information  on  drug  reactions  encountered  in  other  countries  is  made 
available  through  the  World  Health  Organization. 

The  Health  Insurance  and  Resources  Branch  administers  the  grant-in-aid 
programs.  These  include  the  Health  Resources  Fund,  the  National  Health  Grants 
program,  Hospital  Insurance  and  Diagnostic  Services  program,  the  Health 
Facilities  Design  program,  and  the  Medical  Care  program.  All  of  these  programs 
require  that  certain  conditions  be  met  by  the  provinces,  after  which  the  federal 
government  will  provide  financial  assistance  according  to  an  established  formula. 

The  Health  Resources  Directorate  administers  the  Health  Resources  Fund  and 
also  acts  as  a  coordinating  agency  on  matters  related  to  health  manpower  and 
education.  The  Directorate  is  attempting  to  collate  information  from  the  health 
disciplines  themselves,  as  well  as  from  the  provincial  governments,  in  order  that 
it  may  become  a  centralized  source  of  information  and  a  clearing  house  on  such 
matters.  The  Directorate  is  undertaking  studies  on  health  delivery  systems  and  is 
working  also  towards  the  establishment  of  national  health  goals.  Several  national 
conferences  have  been  sponsored  by  this  agency,  including  the  National  Health 
Manpower  Conference  in  October  1969,  a  joint  project  of  the  Department  and 
the  Association  of  Universities  and  Colleges  of  Canada,  which  brought  together 
representatives  of  federal  and  provincial  governments,  the  health  professions,  and 
other  health  and  consumer  groups.  This  conference  not  only  examined  future 
needs  for  health  personnel,  but  also  considered  new  ways  of  delivery  of  health  care 
and  the  roles  which  might  be  assumed  by  various  health  disciplines. 

Advisory  services  to  the  provinces  are  provided  by  the  Health  Services  Branch 
on  matters  of  public  health,  including  medical  rehabilitation,  treatment  of  mental 
illness,  and  health  education  programs. 

The  Department  of  National  Health  and  Welfare  is  responsible  also  for 
radiation  protection  and  carries  out  radiation  surveys.  It  is  the  principal  health 
adviser  under  the  Atomic  Energy  Control  Regulations  in  the  review  of  applications 
for  radio-isotope  licences. 

Primary  responsibility  for  funding  medical  research  belongs  to  the  Medical 
Research  Council  established  in  1960.  Most  of  the  Council's  funds  have  been 
allocated  to  projects  involving  fundamental  research  in  the  basic  medical  sciences, 
although  some  clinical  research  has  been  supported.  Projects  supported  by  the 
National  Research  Council  may  include  investigations  relevant  to  health.  For 
example,  the  Council's  Committee  on  Dental  Research  administers  grants  for 
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dental  research  and  for  training  of  dental  research  personnel.  Support  for  research 
in  the  prevention  of  disease,  in  epidemiology,  and  in  environmental  health  is 
provided  by  the  Department  of  National  Health  and  Welfare. 

The  Defence  Research  Board  sponsors  both  intramural  and  extramural 
research  on  medical  problems  of  defence  interest  and  supports  a  program  in 
aviation  medical  research  at  McGill  University.  The  Department  of  Veterans 
Affairs  undertakes  medical  and  dental  research  on  matters  related  to  aging,  while 
research  funds  for  training  researchers  and  scientists  in  children's  diseases  are 
made  available  by  the  Queen  Elizabeth  II  Fund  established  in  1959. 

A  coordinating  agency  between  the  federal  and  provincial  governments  is  the 
Dominion  Council  of  Health.  This  Council  was  established  in  1919  to  advise  the 
Minister  of  National  Health  and  Welfare  on  matters  relating  to  the  promotion 
and  preservation  of  the  health  of  the  people  of  Canada.  The  chairman  is  the 
Deputy  Minister  of  National  Health,  and  members  include  the  Deputy  Minister 
or  Chief  Health  Officer  of  each  province,  as  well  as  five  persons  appointed  by 
the  Governor  in  Council  for  a  three-year  period.  The  Council  meets  twice  a 
year,  and  various  federal-provincial  committees  of  a  technical  or  advisory  nature 
support  and  supplement  its  activities.  At  the  National  Health  Manpower  Confer- 
ence held  in  Ottawa  in  October  1969,  it  was  suggested  that  the  present  Council 
be  replaced  by  one  which  would  also  represent  consumers  and  suppliers  of  health 
services,  and  which  —  with  the  assistance  of  appropriate  staff  and  funds  —  would 
advise  the  federal  government  of  trends  and  priorities  on  all  matters  relating 
to  health. 

Provincial  Government 

At  the  provincial  level,  responsibility  for  health  matters  lies  primarily  with  the 
Department  of  Health  and  its  agencies,  including  the  Ontario  Hospital  Services 
Commission.  As  well  the  Departments  of  Education  and  University  Affairs  have 
become  increasingly  involved  in  the  education  of  the  health  disciplines  personnel. 
The  activities  of  the  Department  of  Health  may  be  categorized  in  three  major 
functions: 

1)  Direct  programs,  including  public  health  and  mental  health  services. 

2)  Grant-in-aid    programs,    such    as    grants    to    hospital    and    health 
insurance  programs. 

3)  Supervisory    or    regulatory    responsibilities,    which    would    include 
activities  relating  to  the  regulatory  agencies  for  the  health  disciplines. 

A  Provincial  Board  of  Health  was  established  in  1882  upon  passage  of  the 
first  Public  Health  Act  in  Ontario.  The  Department  of  Health  replaced  the  Board 
in  1923,  and  a  separate  Department  of  Hospitals  was  established  in  1930  under 
the  direction  of  the  Minister  of  Health.  The  two  departments  merged  in  1934. 
Then  in  1957  the  Ontario  Hospital  Services  Commission  (OHSC)  was  created, 
and  responsibility  for  hospitals,  except  mental  hospitals,  was  transferred  to  the 
Commission,  an  administrative  agency  reporting  to  the  Minister  of  Health. 
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When  the  province  established  a  medical  insurance  plan  in  1965,  the  Ontario 
Medical  Services  Insurance  Division  of  the  Department  of  Health  was  created. 
It  was  superseded  in  October  1969  by  the  Ontario  Health  Services  Insurance 
Division  which  is  responsible  for  the  personal  health  plan  (OHSIP)  now  in  effect 
in  Ontario. 

The  Health  Insurance  Registration  Board,  created  in  1967,  acts  as  a  central 
enrolment  and  premium  collection  agency  for  both  OHSIP  and  OHSC,  and  it 
also  maintains  a  central  registry  and  records  of  insured  persons.  The  Board  is 
not  part  of  the  departmental  administration  but  reports  directly  to  the  Minister 
of  Health.  The  members  of  the  Board  are  the  Deputy  Minister  of  Health,  the 
chairman  of  the  OHSC,  and  the  executive  director  of  OHSIP. 

Four  other  agencies  established  by  the  provincial  government  also  report 
through  the  Minister  of  Health  to  the  Legislature  but  are  administratively 
independent.  These  are  the  Alcoholism  and  Drug  Addiction  Research  Foundation, 
the  Ontario  Mental  Health  Foundation,  the  Ontario  Cancer  Treatment  and 
Research  Foundation,  and  the  Ontario  Cancer  Institute.  All  are  supported 
primarily  by  provincial  government  funds.  In  addition  the  Minister  of  Health 
is  responsible  for  the  legislation  establishing  the  regulatory  agencies  for  health 
disciplines.  A  complete  list  of  the  legislation  under  the  Minister  of  Health  is 
given  in  Table  4.1. 

The  Department  of  Health 

The  administrative  responsibilities  of  the  Department  of  Health  are  allocated 
among  three  divisions:  Mental  Health,  Public  Health  and  Health  Services  Insur- 
ance. A  fourth  division,  Financial  and  Administrative  Services,  provides  staff 
support  to  the  Department.1 

TABLE  4.1 

Legislation, 
Department  of  Health 

Part  1 
Public  Health  Legislation 

The  Public  Health  Act 

and 
Regulations  respecting: 

Camps,  works  and  Premises  and  the  Employers  and  workmen  thereof  in 

territorial  districts  without  municipal  organization 
Capital  Grants  for  Community  Health  Facilities 
Communicable  Diseases 
Community  Health  Services  Regulations 
Food  Premises 

iSee  Figure  4.1. 
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Free  Supply  of  Insulin 

Frosted  Food  Locker  Plants 

Grants  for  Dental  Inspections  in  Schools 

Health  Units 

Milk  Pasteurization  Areas 

Milk  Pasteurization  Plants 

Public  Swimming  Pools 

Qualifications  of  Medical  Officers  of  Health,  Sanitary  Inspectors  and  Public 
Health  Nurses 

Summer  Camps 

Slaughter  Houses  and  Meat  Processing  Plants 
The  Department  of  Health  Act,  1968-69 
The  Fluoridation  Act 

The  Homes  for  Special  Care  Act  and  Regulations 
The  Maternity  Boarding  Houses  Act 
The  Municipal  Health  Services  Act 
The  Nursing  Homes  Act,  1966  and  Regulations 
The  Pesticides  Act,  1967  and  Regulations 
The  Sanatoria  for  Consumptives  Act  and  Regulations 
The  Silicosis  Act  and  Regulations 
The  Venereal  Diseases  Prevention  Act  and  Regulations 

Mental  Health  Legislation 

The  Children's  Mental  Health  Centres  Act,  1968-69 

The  Children's  Mental  Hospitals  Act,  1960-61  and  Regulations 

The  Mental  Health  Act,  1966 

The  Private  Sanatoria  Act 

The  Psychiatric  Hospitals  Act 

The  Hypnosis  Act  and  Regulations 

Part  2 

The  Ambulance  Services  Act  and  Regulations 

The  Hospital  Services  Commission  Act  and  Regulations 

The  Private  Hospitals  Act  and  Regulations 

The  Public  Hospitals  Act  and  Regulations 

The  Health  Insurance  Registration  Board  Act,  1968-69  and  Regulations 

Part  3 
Associated  Legislation 

Administered  by  Foundations  and  other  Statutory  Boards 
or  Authorities 
Foundations 

The  Alcoholism  and  Drug  Addiction  Research  Foundation  Act,  1965 
The  Cancer  Act 
The  Ontario  Mental  Health  Foundation  Act 
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State  Register  (Professional)  Legislation 

The  Chiropody  Act 

The  Dental  Technicians  Act  and  Regulations 
The  Dentistry  Act  and  Regulations 
The  Drugless  Practitioners  Act  and  Regulations 
Boards  set  up  under  the  above  Act 

Board  of  Directors  of  Chiropractic 

Board  of  Directors  of  Drugless  Therapy 

Board  of  Directors  of  Masseurs 

Board  of  Directors  of  Osteopathy 

Board  of  Directors  of  Physiotherapy 
The  Embalmers  and  Funeral  Directors  Act  and  Regulations 
The  Medical  Act 

The  Nurses  Act,  1961-62  and  Regulations 
The  Ophthalmic  Dispensers  Act  and  Regulations 
The  Optometry  Act  and  Regulations 
The  Pharmacy  Act  and  Regulations 
The  Psychologists  Registration  Act 
The  Radiological  Technicians  Act  and  Regulations 

Other  Legislation 

The  War  Veterans  Burial  Act 
The  Human  Tissue  Act,  1962-63 

The  Mental  Health  Division.  The  Mental  Health  Division  is  responsible  for 
all  aspects  of  planning,  development  and  operations  of  the  provincial  mental 
health  program.  This  includes  the  operation  of  sixteen  provincial  mental  hospitals 
and  nine  training  facilities  for  the  retarded,  as  well  as  coordination  of  all  resources 
for  prevention,  diagnosis,  treatment  or  training,  and  rehabilitation  with  respect 
to  mental  illness  and  mental  retardation. 

The  Public  Health  Division.  The  Public  Health  Division  works  in  cooperation 
with  local  health  agencies  to  provide  health  protection  and  prevention  programs. 
It  is  responsible  for  the  administration  of  a  wide  range  of  public  health  legislation. 

The  Local  Health  Services  Branch  maintains  five  regional  offices  where  assist- 
ance and  consulting  advice  on  public  health  programs  is  available  to  local  health 
agencies.  Part  of  its  task  has  been  to  provide  leadership  through  these  regional 
offices  in  the  amalgamation  of  local  health  units  and  departments  into  district 
health  units.  The  Environmental  Health  Services  Branch  is  responsible  for  pro- 
grams to  minimize  environmental  health  hazards,  while  the  Special  Health 
Services  Branch  provides  advisory  and  consultative  assistance  to  local  health 
authorities,  private  physicians,  and  other  government  departments  on  matters  such 
as  drugs  and  biologicals,  epidemiology,  communicable  disease  control,  maternal 
and  child  health,  medical  rehabilitation  and  chronic  care,  nutrition  and  prevention 
of  tuberculosis. 
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A  central  laboratory  in  Toronto  and  fourteen  regional  laboratories  come 
under  the  jurisdiction  of  the  Laboratory  Services  Branch.  These  facilities  offer 
laboratory  services  to  local  health  agencies  and  to  private  physicians  and  hospitals.2 

Health  Services  Insurance  Division.  The  Health  Services  Insurance  Division  is 
responsible  for  the  administration  of  the  Health  Services  Insurance  Plan  in 
Ontario.  A  Research  and  Development  Branch  within  the  Division  collects  and 
analyzes  health  insurance  data,  enabling  a  comparison  to  be  made  between  the 
Ontario  plan  and  those  in  other  jurisdictions.  Cost-benefit  studies  regarding  exten- 
sion of  benefits  also  are  undertaken,  as  well  as  studies  regarding  various  forms 
of  usage  of  health  services. 

Research  and  Planning  Branch 

A  departmental  Research  and  Planning  Branch  was  created  in  1966  reporting 
to  the  Deputy  Minister.  This  branch  undertakes  research  and  planning  studies 
for  the  Department  and  for  the  Council  of  Health  on  such  matters  as  manpower, 
resource  allocation  and  community  health  services.  It  compiles  and  maintains  a 
register  of  health  research  projects  being  carried  out  by  other  agencies  and 
universities  in  Ontario,  sponsors  and  supports  extramural  health  research  projects 
through  research  grants,  and  administers  the  grants  from  the  Health  Resources 
Fund.  Health  statistics  on  various  types  of  diseases  and  on  mental  health  are 
compiled  by  the  Branch,  while  Health  Library  Services  also  are  under  its 
jurisdiction. 

The  development  of  such  a  branch  has  been  an  important  step  in  providing 
information  to  the  Department  to  assist  in  developing  policies  regarding  future 
health  patterns  and  the  needs  for  various  types  of  health  personnel. 

Ontario  Council  of  Health 

The  creation  of  the  Ontario  Council  of  Health  in  1966  has  resulted  in  increased 
planning  and  research  into  health  services,  and  greater  coordination  of  programs 
and  policies  of  the  Department  with  other  agencies  and  the  health  occupations. 

The  Council  of  Health  is  the  senior  advisory  body  on  health  matters  to  the 
Minister  of  Health  and  through  him  to  the  Government  of  Ontario.  It  is  concerned 
particularly  with  the  coordination  of  health  services,  techniques  for  long-term 
planning,  priorities  in  phasing,  health  resources  development  and  maintenance, 
health  manpower  and  health  manpower  requirements.  Matters  may  be  referred 
to  it  by  the  Minister  of  Health,  or  studies  may  be  initiated  by  the  Council  itself. 
There  are  seventeen  members  of  the  Council,  including  the  chairman  of  the 
Ontario  Hospital  Services  Commission  as  an  ex  officio  member.  The  Deputy 
Minister  of  Health  is  chairman  of  the  Council.  Five  of  the  members  represent  the 
key  health  professions   (medicine,  dentistry-,   nursing,   pharmacy   and   hospitals). 


2This  information  is  taken  from  Ontario  Department  of  Health.  44th  Annua!   Report  for  the 
Year  1968,  p.  11. 


100      The  Institutional  Structure  of  Health  Services 

five  represent  public  interest  groups,  and  five  are  chosen  by  the  Minister  of  Health 
for  their  particular  knowledge  in  the  broad  field  of  health  and  health  services. 

The  Council  has  developed  committees  to  study  particular  aspects  of  health, 
and  through  the  committees  and  their  various  subcommittees  it  has  permitted  a 
wide  range  of  persons  of  various  skills  to  have  a  voice  in  and  participate  in  the 
development  of  provincial  health  programs.  The  seven  primary  committees  are 

Health  Care  Delivery 

Health  Manpower 

Education  of  the  Health  Disciplines 

Physical  Resources 

Regional  Organization  of  Health  Services 

Health  Research 

Health  Statistics  Library  Services 

An  Executive  Committee  coordinates  the  activities  of  all  the  other  committees 
and  advises  on  priorities  and  phasing.  In  addition,  as  it  meets  more  frequently 
than  the  entire  Council,  it  accepts  particular  assignments  on  urgent  matters.  A 
small  secretariat  is  attached  to  the  Council  to  provide  administrative  support, 
and  the  Council  may  call  upon  the  staff  and  facilities  of  the  Research  and 
Planning  Branch  for  assistance  as  required.  It  also  uses  outside  expertise  and 
agencies  for  research  studies  when  necessary. 

The  Ontario  Hospital  Services  Commission 

The  Ontario  Hospital  Services  Commission  is  a  powerful  force  in  the  structure 
of  health  services.  Created  by  the  Hospital  Services  Commission  Act,  1957,  it 
administers  the  Public  Hospitals  Act  and  Regulations  as  well  as  the  Private 
Hospitals  Act  and  Regulations.  It  is  an  independent  Commission  and  reports  to 
the  Legislature  through  the  Minister  of  Health.  The  Commission  consists  of  seven 
members,  including  a  full-time  chairman,  a  full-time  Commissioner  of  Hospitals 
and  Commissioner  of  Finance,  the  remaining  commissioners  serving  on  a  part- 
time  basis. 

The  Commission  is  responsible  for  the  development  of  an  integrated  hospital 
system  across  the  province  and  the  administration  of  the  Ontario  Hospital  Insur- 
ance Plan.  It  does  not  own  or  operate  hospitals  directly.  But  it  approves  the 
establishment  of  hospitals  and  related  facilities,  determines  and  pays  grants  for 
hospital  construction  and  maintenance,  determines  and  pays  hospital  amounts  for 
insured  services  under  hospital  care  insurance,  controls  charges  made  to  patients 
by  hospitals,  establishes  and  operates  institutes  for  the  training  of  hospital  and 
related  personnel,  and  conducts  research  programs  and  surveys.  The  role  of 
hospitals  and  the  Commission  is  discussed  at  greater  length  in  Chapter  7. 

The  Commission  itself  is  responsible  for  the  development  of  administrative 
policy,  but  matters  of  general  policy  such  as  changes  in  the  premium  structure 
require  Cabinet  approval.  The  Commission  is  responsible  for  ensuring  an  adequate 
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supply  of  beds  for  active,  convalescent,  rehabilitation  and  chronic  care,  and  has 
developed  programs  to  assist  in  the  determination  of  bed  needs  at  community, 
district  and  regional  levels.  Because  the  Commission  approves  the  budgets  of 
hospitals  and  provides  the  major  source  of  income  to  them,  it  plays  an  important 
role  in  shaping  the  type  of  service  which  will  be  available  in  hospitals  in  Ontario. 
It  also  provides  guidelines  regarding  wages  and  salaries  for  hospital  personnel; 
these  have  an  impact  on  the  numbers  who  may  enter  a  given  occupation  and  the 
level  of  service  which  a  hospital  may  offer.  Recent  arbitration  boards  constituted 
under  the  Hospital  Labour  Dispute  Arbitration  Act3  have  not  always  accepted  the 
Commission  guidelines  and  have  in  some  cases  recommended  different  wage  or 
salary  levels. 

The  research  function  of  the  Commission,  apart  from  hospital  planning,  is 
centred  on  utilization  studies  of  various  personnel  in  the  hospital,  as  well  as  on 
the  accumulation  of  data  regarding  manpower  and  services  in  hospitals. 

The  Minister  of  Health  is  responsible  for  legislation  establishing  the  regulatory 
bodies  for  health  personnel.  While  many  of  the  professions  granted  self-govern- 
ment under  such  legislation  elect  their  own  boards  and  administer  their  own  acts, 
changes  in  the  legislation  must  be  approved  not  only  by  the  Minister  of  Health, 
but  also  by  the  Cabinet  and  then  passed  by  the  Legislature.  The  regulatory 
bodies  for  some  of  the  disciplines  may  make  regulations  without  obtaining  govern- 
ment approval;  others  require  only  that  the  regulations  be  published  in  the  Ontario 
Gazette.  For  some  groups,  such  as  those  under  the  Drugless  Practitioners  Act,  the 
Minister  of  Health  is  responsible  for  appointing  the  governing  boards,  usually  upon 
recommendation  from  the  voluntary  associations.  The  Minister  is  also  a  member 
of  the  council  of  the  College  of  Physicians  and  Surgeons,  and  a  member  ex  officio 
of  the  councils  of  the  Royal  College  of  Dental  Surgeons  of  Ontario,  and  the 
College  of  Nurses. 

The  Department  of  University  Affairs 

The  Department  of  University  Affairs  and  the  Committee  on  University  Affairs, 
although  relatively  new,  have  become  important  loci  of  power  in  the  health  field, 
since  they  approve  educational  facilities  for  much  health  manpower. 

The  Committee  on  University  Affairs  is  not  established  by  legislative  authority, 
but  is  a  Committee  advisory  to  and  appointed  by  the  Minister  of  University 
Affairs.  The  Committee,  appointed  in  1961,  grew  out  of  the  government's  need 
since  the  1940's  to  retain  advisers  on  the  development  of  higher  education.  The 
Committee  now  consists  of  a  full-time  chairman  and  usually  eleven  part-time 
members,  about  half  of  whom  are  appointed  from  academic  circles  and  the 
remainder  from  other  segments  of  society.  The  Committee  receives  staff  support 
from  the  Department  of  University  Affairs.  It  advises  the  Minister  on  general 


3S.O.  1965,  c.  48. 
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questions  of  policy  affecting  both  operating  and  capital  funds  for  provincially 
supported  universities,  as  well  as  on  matters  of  special  concern  relating  to 
universities  where  there  may  be  no  established  government  policy. 

The  development  of  new  educational  programs  in  the  health  field  at  any 
university,  the  establishment  of  new  faculties  or  schools  including  schools  of 
health  science,  and  indeed  the  creation  of  new  universities  must  be  approved  by 
this  Committee  insofar  as  additional  funds  will  be  required  for  their  operation. 
But  it  does  not  initiate  such  developments. 

The  Committee,  too,  is  responsible  for  developing  methods  of  financing 
universities  and  has  recently  implemented  a  formula  financing  method  for  allocating 
operating  grants  to  Ontario  universities.  While  the  grants  are  made  on  the  basis 
of  the  size  and  expressed  needs  of  the  university,  the  Committee  does  not  have  the 
power  to  require  that  operating  funds  be  spent  in  any  particular  way.  The 
universities  are  relatively  autonomous  in  their  actual  distribution  of  funds  within 
the  university  itself,  and  can  decide  the  amounts  which  should  be  given  to  the 
health  sciences  vis-a-vis  other  disciplines  taught  in  the  university.  Capital  grants 
approved  by  the  Committee  are  allocated  for  specific  projects,  however,  and  must 
be  spent  accordingly. 

The  universities  themselves  play  an  important  role  in  the  development  of  the 
health  disciplines.  They  decide  upon  the  funds  which  will  be  made  available  to 
the  health  sciences  and  consequently  determine  the  numbers  which  may  be 
enrolled.  While  the  government  can  request  a  university  to  establish  a  school  in 
a  particular  discipline,  and  may  assure  the  university  that  funds  would  be  forth- 
coming for  such  a  school,  it  is  for  the  university  to  decide  whether  or  not  it  will 
undertake  such  a  project. 

The  Department  of  University  Affairs  executes  policies  of  government  which 
may  be  established  upon  the  advice  of  the  Committee  on  University  Affairs.  It 
also  approves  the  design  of  new  facilities,  administers  the  Student  Award  Program, 
and  reviews  the  anuual  budgets  of  the  universities. 

The  Department  of  Education 

Educational  programs  for  non-university  trained  health  disciplines  are  carried  out 
in  proprietary  colleges,  hospitals,  regional  schools  affiliated  with  a  hospital,  pro- 
vincial Colleges  of  Applied  Arts  and  Technology,  or  secondary  schools.  The 
latter  two  types  of  institutions  come  under  the  jurisdiction  of  the  Ontario  Depart- 
ment of  Education,  which  thereby  plays  an  increasingly  important  role  in  the 
education  of  health  manpower.  Legislation  enabling  the  establishment  of  Colleges 
of  Applied  Arts  and  Technology  throughout  Ontario  was  passed  in  1965.  The 
Department  of  Education  provides  the  funds  for  the  operation  and  capital  require- 
ments of  these  colleges. 

The  Ontario  Council  of  Regents  for  Colleges  of  Applied  Arts  and  Tech- 
nology is  appointed  under  the  Department  of  Education  Act  by  the  Minister  of 
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Education,  to  assist  the  individual  colleges  in  the  planning,  establishment  and 
coordination  of  programs  of  instruction  and  services.  The  Council  is  composed 
of  fifteen  members  from  various  parts  of  the  community,  who  are  appointed  for 
a  three-year  term.  The  Council  relies  upon  staff  from  the  Applied  Arts  and 
Technology  Branch  of  the  Department  of  Education  to  provide  the  background 
information  upon  which  it  must  base  its  decisions.  All  new  programs  must  receive 
approval  of  the  Council,  which  tries  to  assure  that  such  programs  will  comply 
with  the  requirements  of  voluntary  organizations  concerned,  and  with  the  needs 
of  employers  and  the  community.  For  example,  the  Council  has  issued  guidelines 
for  establishing  courses  in  medical  technology  by  colleges;  such  courses  usually 
are  undertaken  in  affiliation  with  local  hospitals  and  professional  associations  such 
as  the  Ontario  Medical  Association  (OMA)  or  the  Ontario  Society  of  Medical 
Technologists.  Each  college  establishes  the  format  and  content  of  courses  to  meet 
its  own  needs,  and  an  advisory  committee  is  appointed  by  the  Board  of  Governors 
for  each  branch  of  a  program  of  instruction  offered  in  the  college. 

Few  programs  in  the  health  field  are  offered  at  the  secondary  school  level. 
However,  some  programs  for  registered  nursing  assistants  or  dental  assistants  may 
be  taken  concurrently  with  completion  of  a  secondary  school  diploma.  Any  such 
special  courses  come  under  the  jurisdiction  of  the  Department  of  Education  and 
are  guided  by  departmental  personnel. 

The  Senior  Coordinating  Committee 

An  important  coordinating  agency  at  the  provincial  level  is  the  Senior  Coordinating 
Committee.  This  Committee  was  established  officially  in  April  1966,  and  was 
originally  composed  of  the  Deputy  Ministers  of  Health  and  University  Affairs, 
and  the  chairman  of  the  Ontario  Hospital  Services  Commission.  In  June  1969 
the  Department  of  Education  was  included,  represented  by  an  Assistant  Deputy 
Minister  of  Education.  The  purpose  of  this  Committee  is  to  coordinate  the  govern- 
ment's activities  in  the  development  of  health  resources  for  education,  training  and 
research,  and  to  approve  projects  submitted  for  grants  from  the  National  Health 
Resources  Fund.  Resource  personnel  are  provided  by  each  of  the  agencies  as 
required,  and  a  technical  working  party,  chaired  by  the  Director  of  Research  and 
Planning  of  the  Department  of  Health,  prepares  most  of  the  information  for  the 
Committee's  deliberations. 

The  Committee  must  approve  all  capital  projects  relating  to  the  development 
or  expansion  of  educational  facilities  in  the  healing  arts.  These  include  projects 
at  universities,  teaching  hospitals,  and  nursing  schools;  and  as  more  educational 
programs  for  health  personnel  are  introduced  in  Colleges  of  Applied  Arts  and 
Technology,  it  is  expected  to  become  involved  with  these  institutions  as  well.  While 
projects  requiring  capital  funds  are  the  primary  concern  of  the  Committee,  it  must 
also  approve  other  educational  programs  which  may  not  immediately  require  capital 
grants  for  their  introduction.  Thus,  all  plans  for  the  education  of  health  man- 
power in  the  province  come  under  the  purview  of  one  agency:  this  should 
eliminate  duplication  of  facilities  and  result  in  better  planning  of  such  programs. 
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In  connection  with  its  work  the  Committee  has  developed  long-term  forecasts 
of  needs  for  capital  facilities  for  the  education  of  health  disciplines  and  health 
research.  In  October  1967,  the  Deputy  Minister  of  Health  stated  that  these  needs 
would  exceed  $700  million  in  the  next  eight  to  ten  years.4  These  capital  expendi- 
tures will  also  entail  considerable  operating  costs  of  a  continuing  nature.  The 
province  agreed  to  underwrite  the  cost  of  the  capital  program,  a  part  of  which 
would  then  be  recovered  from  the  Health  Resources  Fund. 

At  the  federal  level,  legislation  establishing  the  Health  Resources  Fund  was 
passed  by  the  House  of  Commons  in  June  1966.  The  fund  is  to  provide  assistance 
to  provinces  in  meeting  the  capital  costs  of  constructing,  renovating,  acquiring, 
and  equipping  health  training  and  research  facilities.  A  sum  of  $500  million  has 
been  appropriated  for  contributions  of  up  to  50  per  cent  of  those  costs  during 
the  fifteen-year  period  1966  to  1980.  The  fund  is  divided  into  three  parts: 

1)  Three  hundred  million  dollars,   allocated  to  provinces  on   a  per 
capita  basis. 

2)  Twenty-five  million  dollars,  a  special  additional  allocation  to  the 
four  Atlantic  provinces  for  joint  projects. 

3)  One   hundred   and   seventy-five   million   dollars,    allocated   by   the 
Governor  in  Council. 

The  money  is  being  spent  on  new  and  improved  health  training  and  research 
facilities,  which  are  defined  in  the  Act  as  schools,  hospitals  or  other  institutions, 
or  any  portion  thereof,  for  the  training  of  persons  in  the  health  professions  or 
any  occupations  associated  with  the  health  professions,  or  for  conducting  research 
in  the  health  fields. 

The  costs  of  planning  and  designing  the  facility  and  of  all  basic  equipment 
required  for  its  operation  also  are  covered  by  the  Fund,  but  costs  of  land,  interest 
charges,  operating  costs,  and  residential  accommodation  are  excluded.5 

A  Health  Resources  Advisory  Committee  was  set  up  under  the  Act  to  advise 
the  Minister  of  National  Health  and  Welfare.  The  Committee  consists  of  the 
Deputy  Minister  of  National  Health  as  chairman  and  one  member  appointed  by 
the  Lieutenant  Governor  in  Council  of  each  of  the  ten  provinces.  For  Ontario 
the  Deputy  Minister  of  Health  acts  as  the  representative  on  this  Committee.  The 
Health  Resources  Advisory  Committee  approves  all  projects  and  also  approves 
the  five-year  plans,  which  must  include  all  projects  for  which  grants  will  be 
requested  from  the  Health  Resources  Fund. 

Of  the  $300  million  allocated  from  the  fund  to  the  provinces  on  a  per  capita 
basis,  Ontario  will  receive  $104.3  million.  Obviously  this  cannot  begin  to  meet 


*The  Methodology  in  Ontario  to  Provide  a  Continuing  Appraisal,  Dr.  K.  C.  Charron,  Deputy 
Minister  of  Health.  Ontario,  speech  to  the  43rd  Annual  Convention  of  the  Ontario  Hospital 
Association,  Royal  York  Hotel,  Toronto.  October  25,  1967. 

5Department  of  National  Health  and  Welfare,  Health  Resources,  Brochure,  1968. 
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50  per  cent  of  the  Ontario  requirements  for  health  facilities.  In  1968  the  province, 
in  fact,  announced  a  cut-back  on  its  projected  spending  after  the  federal  govern- 
ment warned  that  each  province  could  call  upon  only  one-fifteenth  of  its  share 
of  the  $300  million  in  each  year  of  the  fund's  operation.  In  July  1969,  however, 
the  province  announced  it  would  go  ahead  with  the  development  of  health  sciences 
centres  in  Ontario  and  would  use  part  of  the  monies  being  made  available  by 
the  federal  government  under  the  national  medical  care  insurance  program  to 
support  these  projects. 

Local  Government 

Local  government  responsibility  for  health  is  centred  on  public  health  programs. 
While  for  some  years  each  municipality  has  had  its  own  public  health  officer  and 
developed  its  own  programs,  in  the  last  few  years  the  province  has  been  trying 
to  combine  these  local  units  into  larger  districts  in  order  to  provide  more  compre- 
hensive public  health  services  over  a  wider  area.  The  Department  of  Health 
proposed  that  twenty-nine  district  health  units  be  formed  throughout  the  province. 
By  the  end  of  1969,  twenty-four  of  these  had  been  formed  including  four  nucleus 
units.  A  stimulus  to  their  formation  was  the  development  of  a  75  per  cent  grant  for 
approved  public  health  programs  undertaken  at  the  district  level.  Amalgamation  of 
local  health  units  into  larger  units  also  makes  possible  the  utilization  of  more  full- 
time  personnel. 

Local  health  programs  may  include  such  services  as  immunization  clinics, 
well-baby  clinics,  school  health  services,  dental  programs,  mental  health  rehabili- 
tation programs,  home  care  services,  and  distribution  of  publications  and  visual 
aids  regarding  public  education.  Inspection  services  for  food  and  water  also  are 
carried  out  by  local  public  health  inspectors. 

Voluntary  Associations  and  Regulatory  Bodies 

At  present  many  regulatory  bodies  have  jurisdiction  not  only  over  entrance 
requirements  to  the  discipline  itself,  but  also  over  entry  to  educational  institutions 
for  the  discipline  and  over  curriculum  and  standards  of  such  institutions. 

Colleges  such  as  the  College  of  Physicians  and  Surgeons  of  Ontario,  or  the 
Royal  College  of  Dental  Surgeons  of  Ontario,  which  have  been  granted  licensing 
powers,  have  a  responsibility  to  maintain  the  standards  of  practice  of  the  discipline. 
To  the  extent  that  the  imposition  of  standards  that  are  too  high  may  make  the 
professions  unattractive  or  too  difficult  to  enter,  the  Colleges  exercise  an  influence 
on  manpower  supply.  The  regulatory  body  also  has  jurisdiction  over  licensing  of 
foreign  graduates,  and  if  standards  are  too  stringent,  immigrants  will  be  unable  to 
be  licensed  in  Ontario.  In  most  cases  such  regulatory  agencies  have  been,  to  date, 
subject  only  to  the  most  cursory  reviews  by  the  Department  of  Health. 

The  councils  of  such  colleges  are  powerful  forces  within  the  discipline.  As  a 
result  of  the  policies  they  develop,  they  can  determine  the  discipline's  relation- 
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ships  with  other  groups.  The  same  may  be  said  of  the  executives  of  voluntary 
associations  who,  by  expressing  official  views  on  matters  of  interest  to  them, 
thereby  commit  the  discipline  to  a  specific  attitude  on  health  policies. 

Voluntary  associations  are  invariably  insistent  that  they  should  be  consulted 
by  the  government  on  matters  concerning  their  discipline.  The  development 
of  regulations  regarding  the  registration  of  x-ray  equipment  was  an  instance 
where  all  the  groups  concerned,  including  physicians,  radiological  technicians, 
chiropodists,  chiropractors  and  dentists,  through  their  voluntary  associations,  were 
given  the  opportunity  by  the  Department  of  Health  to  state  their  opinions  on  the 
proposed  regulations.  The  Ontario  Medical  Association  has  stated  publicly  that 
there  have  been  occasions  when  such  consultation  was  lacking.  But  the  official 
attitude  of  a  voluntary  organization  rarely  reflects  the  views  of  every  practitioner. 
An  example  is  the  attitude  of  the  medical  profession  towards  chiropractic.  Tradi- 
tionally the  Ontario  Medical  Association  does  not  condone  referrals  by  physicians 
to  chiropractors.  The  Committee  is  aware,  however,  that  some  physicians  do  refer 
patients  to  chiropractors  from  time  to  time  for  specific  manipulative  treatment. 

Hospitals 

Hospitals  not  only  provide  diagnostic,  curative  and  rehabilitative  services;  they 
are  involved  in  the  education  of  many  practitioners  of  the  healing  arts,  through 
either  hospital  internship  programs  or  direct  teaching  programs.  As  many  of  the 
occupations  in  health  technology  and  health  therapy  were  developed  in  the 
hospital,  it  is  only  natural  that  the  hospital  should  have  been  the  place  where 
the  first  organized  educational  programs  for  them  started.  In  the  past  these 
educational  programs  have  included  a  large  service  element.  Consequently  the 
students  have  not  always  had  adequate  opportunity  to  concentrate  on  the  broader 
educational  aspects  of  the  program.  This  may  have  been  instrumental  in  dis- 
couraging young  people  from  entering  these  occupations.  The  most  obvious 
example  is  nursing,  where  the  service  element  and  cloistered  atmosphere  of  hos- 
pital schools  appeared  to  contribute  to  the  decreasing  percentage  of  young  girls 
enrolling  in  nursing.  Only  in  the  past  few  years  has  the  Department  of  Health 
developed  a  policy  of  establishing  regional  nursing  schools.  These  schools,  still 
under  the  auspices  of  the  Ontario  Hospital  Services  Commission,  are  operated 
independently  of  any  single  hospital.  The  required  clinical  experience  is  under- 
taken in  one  of  the  participating  hospitals,  but  is  still  under  the  jurisdiction  of 
the  regional  school. 

In  addition  to  their  role  in  education,  hospitals  have  been  involved  indirectly 
in  the  regulation  of  some  of  the  senior  health  professions.  Physicians,  for  example, 
require  hospital  privileges  if  they  are  to  provide  proper  care  for  their  patients,  or 
practise  most  types  of  surgery.  Those  who  have  such  privileges,  however,  are 
subject  to  the  scrutiny  and  discipline  of  the  Medical  Advisory  Committee  of  the 
hospital. 
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It  is  within  the  hospital,  where  large  numbers  of  many  of  the  health  occupa- 
tions are  employed,  that  the  roles  of  these  groups  become  most  clearly  defined. 
It  is  also  within  the  hospital,  therefore,  that  experimentation  may  be  encouraged 
to  assess  necessary  changes  in  roles  and  relationships  among  the  health  disciplines. 

Special  Interest  Groups 

Special  interest  groups  also  may  be  a  substantial  force  in  the  health  system.  These 
groups  range  from  the  Canadian  Red  Cross,  to  the  Canadian  Pharmaceutical 
Manufacturers  Association,  and  may  include  labour  organizations  and  political 
parties.  All  may  have  an  interest  in  health  services  and  may  become  pressure 
groups  when  they  wish  to  comment  on  current  health  policy  or  to  promote 
individual  projects  of  concern  to  them.  While  in  Ontario  there  is  not  the  same 
degree  of  active  lobbying  which  exists  in  the  United  States,  groups  which  represent 
important  elements  of  society  are  able  to  gain  easy  access  to  the  government 
through  local  members,  ministers  of  various  departments,  or  political  advisers. 
While  there  are  many  groups  in  the  health  field  interested  in  all  aspects  of  health 
legislation,  there  are  others  which  wish  only  to  make  their  views  known  on  matters 
of  particular  interest  to  them.  Usually  no  formal  channels  exist  for  their  views 
on  health  issues  to  reach  the  government,  except  when  Royal  Commissions  such 
as  this  Committee  or  Select  Committees  of  the  Legislature,  appointed  to  study 
particular  issues,  invite  submissions  from  the  public. 

Individual  Influences 

One  factor  which  does  not  emerge  from  the  foregoing  review  is  the  impact  of 
particular  individuals  in  the  health  system.  There  are  some  senior  members  of 
each  health  discipline  whose  influence  is  great  within  the  discipline,  and  who 
may  be  found  on  the  Councils  of  the  regulatory  agencies  or  are  executive  members 
of  voluntary  organizations;  who  may  also  be  members  of  the  Council  of  Health 
or  its  subcommittees,  or  of  federal  advisory  committees  on  health  matters;  and 
who  may  represent  the  discipline  on  interdisciplinary  committees,  or  be  influential 
in  hospital  circles  or  in  the  academic  world.  Such  persons  may  be  practitioners 
or  educators,  or  have  had  experience  in  both  areas.  It  is  such  persons  who 
become  the  spokesmen  for  the  discipline  and  must  be  considered  as  important 
sources  of  power  within  the  health  field.  They  often  influence  the  position 
that  a  discipline  may  take  on  the  need  for  change  or  the  introduction  of  new 
methodologies  and  patterns  in  practice  or  education.  As  a  result  of  their  partici- 
pation and  influence  in  so  many  areas,  they  also  become  coordinators  and  com- 
municators within  the  discipline,  and  between  the  discipline  and  other  disciplines, 
the  discipline  and  educational  institutions,  and  the  discipline  and  government. 

The  Locus  of  Power 

In  recent  decades  the  number  and  complexity  of  institutions  directly  involved  in  the 
health  field  have  increased  rapidly.  In  Chapter  3  we  outlined  the  evolution  of  legisla- 
tion governing  the  health  sector,  and  the  way  in  which  public  authorities  have  found 
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it  necessary  to  extend  public  control  of  the  provision  of  health  services  in  the 
interests  of  maintaining  high  standards  of  competence  and  protecting  the  public. 

Since  the  1950's  the  development  of  public  insurance  programs  for  both 
hospital  and  health  services  has  further  involved  the  government  in  policy-making 
and  financing  related  to  health  care.  With  the  coming  of  OHSIP  the  inevitable 
implication  is  that  government  must  assume  the  responsibility  for  ascertaining  that 
sufficient  quantities  of  insured  health  services  are  available  to  meet  social  needs. 
It  is,  for  example,  difficult  for  a  government  to  justify  compulsory  contributions 
to  a  health  care  program  on  the  part  of  persons  for  whom,  for  geographic  or  other 
reasons,  no  care  is  available  without  recognition  of  a  corresponding  responsibility 
to  see  that  health  care  services  are  made  available. 

Thus  governments  at  all  levels  have  evolved  new  agencies  designed  to 
facilitate  health  planning  which  have  become  influential  in  decision-making.  At 
the  same  time  educational  and  voluntary  bodies  have  evolved  new  institutional 
means  of  participating  with  governments  in  the  process  of  health  policy  formula- 
tion. Many  of  these  new  agencies,  both  public  and  private,  have  emerged, 
however,  on  an  ad  hoc  basis  in  response  to  particular  and  pressing  problems, 
and  have  not  developed  into  a  coordinated  or  effective  institutional  structure. 
We  believe  this  to  be  the  major  overriding  problem  of  organization  in  this  field; 
and  in  Chapter  24  we  analyze  it  in  greater  detail,  making  specific  recommen- 
dations towards  its  solution. 

The  point  we  wish  to  emphasize  here  is  that  the  locus  of  power  in  the  health 
field  is  diffuse  and  includes  such  bodies  as  professional  licensing  organizations, 
voluntary  associations,  educational  institutions,  accrediting  agencies,  and  medical 
and  other  committees  of  hospitals;  but  it  is  increasingly  apparent  that  primary 
responsibility  for  shaping  the  health  care  system,  and  ultimate  responsibility  to 
the  people  for  maintaining  the  quantity  and  quality  of  health  services,  has  now 
passed  to  the  government. 


Chapter  5    The  Economic  Structure  of  the 
Health  Sector 

The  Economic  Problem  and  the  Economic  Structure1 

The  economic  problem  of  providing  health  care,  like  that  of  providing  other  com- 
modities, involves  determination  of  the  amounts  of  a  society's  limited  manpower 
and  other  resources  that  are  to  be  used  for  producing  health  care,  the  direction 
of  these  resources  to  production  of  kinds  of  health  care  that  people  wish  both 
individually  and  collectively,  and  the  efficient  organization  of  the  health  resources 
to  provide  the  maximum  amount  of  health  care  attainable  within  the  limit  set  by 
the  amount  of  resources  themselves.  It  must  be  determined,  in  some  way,  what 
kinds  of  health  goods  and  services  should  be  produced,  and  in  what  quantities 
and  qualities;  how  they  should  be  produced;  and  to  whom  they  should  be  provided. 
As  in  any  sector  of  the  economy,  there  are  in  the  health  sector  inputs  of  labour 
services,  such  as  those  of  physicians,  dentists  and  nurses,  and  there  are  inputs 
of  capital  goods  services,  such  as  those  that  are  evident  in  the  use  of  hospitals  and 
other  physical  plant  and  equipment.  These  inputs  are  used  to  produce  better 
health  for  members  of  the  general  public,  the  consumers  of  the  health  care  services. 
The  economic  structure  of  the  health  care  sector  is  taken  to  mean  the  organiza- 
tional apparatus  for  determining  the  nature  and  the  quantity  of  the  inputs,  both 
human  and  non-human;  the  allocation  of  these  inputs  for  the  provision  of  particular 
types  of  health  services  (the  output  of  the  health  sector)  and  the  distribution  of 
these  services  among  various  members  of  the  community;  and  the  way  in  which 
different  inputs  are  combined  and  organized  to  produce  the  desired  basket  of 
health  services. 

In  our  mixed  economy,  these  economic  matters,  which  are  pertinent  to  the 
production  of  all  commodities,  are  determined  within  the  legal  and  other  institu- 
tional framework  of  our  society,  partly  in  the  private  or  market  segment  of  the 
economy  and  partly  in  the  public  or  government  sector,  in  proportions  that  vary 
substantially  among  different  types  of  commodities.  Food,  for  example,  is  pro- 
duced almost  entirely  in  the  private  part  of  the  economy;  education  is  provided 
mainly  in  the  public  part.  In  the  provision  of  health  care,  both  the  private  and 
the  public  segments  play  important  parts.  The  economic  structure  of  both  the 
private  and  the  public  economies  is  affected  substantially  by  non-market  private 


1The  reader  is  referred  to  a  study  commissioned  by  the  Committee  and  published  as  a  separate 
volume  for  a  further  discussion  of  this  subject.  See  R.  D.  Fraser.  Selected  Economic  Aspects 
of  the  Health  Care  Sector  in  Ontario,  Committee  on  the  Healing  Arts.  Queen's  Printer. 
Toronto,  1970. 
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and  public  institutions  and  institutional  forces.  The  output  of  health  care  is  more 
subject  to  the  influence  of  institutional  factors  such  as  non-profit  organizations, 
quasi-private  regulating  and  licensing  bodies,  and  voluntary  professional  associa- 
tions than  have  been  many  other  segments  of  the  economy. 

While  the  economics  of  health  care  has  much  in  common  with  the  economics 
of  the  provision  of  other  commodities,  we  should  note  at  the  outset  one  way  in 
which  the  health  sector  differs  from  most  other  sectors  of  the  economy.  The  con- 
sumers of  health  services,  those  receiving  health  care,  are  not  good  judges  in  their 
own  right  of  the  quality  and  effectiveness  of  the  many  of  individual  specific  health 
services  being  provided  to  them.2  There  are  two  consequences.  First,  individuals 
frequently  cannot  judge  for  themselves  what  specific  kinds  of  health  care  services 
they  need.  They  must  rely  on  the  judgment  and  the  advice  of  the  members  of  the 
health  professions  —  and  particularly  of  the  senior  professions  —  on  what  kinds  of 
health  services  they  should  obtain.  In  contrast,  the  adult  consumer  himself,  though 
he  may  seek  some  advice  from  others,  and  though  he  may  be  influenced  by 
advertising,  chooses,  on  the  basis  of  his  own  knowledge  and  of  his  own  judg- 
ment of  the  benefits  that  they  will  provide  to  him,  most  other  goods  and  services 
which  he  consumes.  Second,  since  the  consumer  often  must  rely  on  the  judgment 
of  others  about  what  specific  health  services  would  be  to  his  benefit,  he  must  be 
assured  that  his  counsellors,  who  are  also  the  providers  of  the  services,  are 
qualified  to  advise  and  treat  him.  Accordingly,  the  state  has  attempted  to  assure 
to  the  individual  that  the  providers  of  health  services,  whether  they  be  members 
of  the  senior  professions,  or  institutions  such  as  hospitals,  have  some  minimum 
qualifications,  and  maintain  some  minimum  standards  and  that  they  will  act  in  a 
way  to  benefit  the  recipient  of  the  health  care.  Consequently  there  are  the 
licensing,  regulatory  and  disciplining  bodies  for  the  professions  and  there  are  the 
licensing  and  regulation  of  hospitals  and  other  institutional  providers  of  health 
services.  Freedom  of  choice  of  the  consumer,  then,  is  a  matter  of  choosing  the 
persons  or  institutions  of  the  health  sector  to  whom  he  will  go  for  advice  and 
treatment.  It  frequently  does  not  involve,  as  it  does  for  so  many  other  com- 
modities, the  choice  of  particular  goods  or  services  on  the  basis  of  one's  own 
knowledge  of  their  benefits  to  one.  This  feature  of  health  care  has  most  important 
implications  for  the  economic  structure  of  the  health  care  sector. 

This  chapter  is  devoted  to  the  nature  of  the  economic  structure  for  the  pro- 
vision of  health  care  and  some  of  the  consequences  of  this  structure.  Attention 
is  centred  on  the  way  in  which  the  types  of  health  goods  and  services  to  be  pro- 
vided to  the  general  public  are  determined  and  on  the  organizational  structure 
that  determines  the  way  in   which  the  manpower  and  capital   inputs  are  used 


-We  wish  to  make  it  clear  that  here  we  are  speaking  about  a  specific  health  treatment 
received  by  an  individual  or  family.  We  are  not  speaking  of  matters  such  as  a  public  health 
service  or  the  availability  of  a  range  of  health  care  services,  in  which  cases  individuals  can 
form  reasonably  good  judgments.  But  the  ability  of  the  individual  to  evaluate  the  diagnostic, 
prescriptive  and  treatment  services  that  he  receives  for  a  particular  illness  or  problem  varies 
among  different  kind  of  episodes  and  among  individuals. 
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to  provide  tt^se  health  care  services.  Consideration  of  the  determinants  of  the 
kinds  and  r  entities  of  inputs  of  health  manpower  and  other  resources  them- 
selves is  brief  and  left  to  the  end  of  the  chapter.  Chapter  6  then  provides  an 
inventory  of  health  care  resources. 

The  Overall  Structure  of  the  Economy 

We  turn  briefly  to  the  important  features  and  roles  in  the  overall  structure  of 
the  economy  of,  first,  the  private  economy;  second,  the  private  and  public  institu- 
tional and  non-market  forces  which  affect  both  the  private  and  the  public 
economy;  and,  third,  the  public  economy  itself. 

The  Private  or  Market  Economy  and  the  Price  System 

In  a  major  sector  of  the  economy,  commonly  referred  to  as  the  private  sector, 
though  it  in  fact  comprises  of  many  sectors  including  commercially  oriented 
government  corporations  such  as  Ontario  Hydro  and  Air  Canada,  the  dominant 
characteristic  of  the  economic  structure  is  the  use  of  the  price  system  for  per- 
forming the  functions  mentioned  above.  Though  the  price  system  is  dominant 
in  the  private  sector,  the  activities  of  governments  do  play  a  considerable  role  in 
it,  as  do  its  non-market  or  institutional  features. 

In  the  private  sector  of  the  economy  the  price  system  is  the  prime  mechanism 
for  determining  the  kinds,  quantities  and  qualities  of  consumer  goods  to  be  pro- 
duced, the  nature  and  quantity  of  inputs  to  produce  these  goods,  and  the  way 
in  which  inputs  are  combined  to  produce  outputs.  It  initially  also  determines 
the  distribution  of  income,  although  government  action  may  redistribute  income 
substantially. 

Briefly,  the  prices  of  consumer  commodities  are  determined  by  the  interplay 
of  the  actions  of  the  buyers  and  sellers  of  the  commodities.  Such  established  prices 
in  turn  influence  how  much  of  each  commodity  will  be  bought  by  individual 
buyers  and  how  much  will  be  supplied  by  individual  suppliers.  Similarly,  estab- 
lished prices  of  productive  services  such  as  labour  of  various  skills,  and  different 
types  of  capital  plant  and  equipment,  determine  how  much  of  each  will  be 
employed  in  the  production  of  a  commodity.  These  input  prices  also  determine 
the  production  techniques  by  which  the  inputs  are  combined  and  transformed  into 
outputs,  since  the  owners  and  managers  of  businesses  will  attempt  to  use  that 
technique  which  yields  maximum  profits.  Insofar  as  it  exists,  competition  among 
individual  businesses  tends  to  limit  profits  in  a  particular  industry  since  the 
appearance  of  high  profits  will  lead  newcomers  into  the  industry.  The  entrance  of 
the  newcomers,  by  increasing  supply,  tends  to  reduce  prices  and  thus  bring  about 
a  reduction  in  unusually  high  profits  gained  originally  by  the  business  in  the 
industry. 

These  three  aspects  of  the  role  played  by  the  price  mechanism  in  the  pro- 
ductive operation  are  interrelated.  Quantities  of  consumer  commodities  bought 
both  are  determined  by  prices  and  in  turn  are  determinants  of  prices.  The  demand 
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for  consumer  products  ultimately  affects  the  size  of  the  industries  that  produce 
them,  and  the  quantities  of  different  types  of  labour  services  and  other  inputs 
used  in  the  production  process.  Correspondingly,  the  prices  of  the  various  inputs 
have  an  effect  on  the  kinds,  quantity  and  quality  of  the  products  produced  since 
production  will  take  place  only  if  it  is  profitable.  These  prices  of  the  inputs 
themselves  are  affected  also  by  the  quantities  of  them  employed  in  the  various 
industries. 

Two  features  of  the  use  of  the  price  system  in  the  private  sector  of  the 
economy  deserve  special  consideration.  First,  the  decision-making  process  in  the 
organizational  structure  described  above  is  a  decentralized  one.  The  organizational 
units  are  individual  families  (as  purchasers  of  goods  and  sellers  of  productive 
services)  and  individual  businesses  (as  buyers  of  productive  services  and  suppliers 
of  goods);  decision-making  customarily  is  carried  out  by  these  units.  As  such, 
decisions  are  normally  made  independently  by  these  individual  units  in  the  light 
of  conditions  in  different  product  and  factor  markets.  Of  course,  these  individual 
decisions  taken  in  aggregate  in  turn  affect  the  conditions  in  markets.  But  the 
markets  serve  to  coordinate  the  actions  of  the  individual  decision-makers. 

An  essential  characteristic  of  such  decentralized  decision-making  is  that 
individual  choice  has  a  wide  degree  of  latitude.  Consumers  have  such  latitude 
of  choice  in  the  purchase  of  consumer  goods  and  services.  If,  as  is  presumed  of 
reality,  there  is  a  reasonable  degree  of  knowledge  on  the  part  of  each  of  many 
consumers  about  the  commodities  they  are  buying,  then  with  a  given  income 
the  consumer  is  able  to  bring  his  purchases  and  consumption  into  close  corre- 
spondence with  his  preferences  for  different  goods  when  he  is  making  the 
decisions.  Similarly,  individuals  as  suppliers  of  work  effort,  have  a  range  of 
choice  of  occupation  and  employer.  And  individual  businesses,  as  producers  of 
commodities,  have  choices  of  what  goods  or  services  they  will  produce,  of  what 
labour  and  capital  goods  inputs  they  will  employ,  and  of  what  productive  tech- 
niques they  will  use. 

The  second  feature  of  the  price  system  that  is  noteworthy  for  our  purposes 
is  that  the  existence  of  markets  that  are  reasonably  competitive  ensures  that 
human  and  non-human  resources  will  be  allocated  efficiently  to  the  production  of 
particular  goods  and  services.  For  example,  if  the  price  of  a  commodity  rises 
sharply  because  of  an  increase  in  the  demand  for  it,  then  potential  new  producers 
will  be  enticed  into  the  market  by  high  prices.  With  the  subsequent  increase  in  the 
supply  of  the  commodity,  its  price  will  return  to  the  prior  level.  Thus,  the  existence 
of  markets  and  their  effective  operation  not  only  make  the  price  system  work  but 
also  permit  production  to  be  brought  into  close  correspondence  with  the  pre- 
ferences of  consumers. 

We  should  elaborate  on  the  meaning  of  the  term  "economic  efficiency"  when 
applied  either  to  the  whole  economy  or  to  subsectors  of  it,  which  in  both  cases 
involves  complex  interrelations  among  component  parts.  Economic  efficiency  in 
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the  production  of  commodities  is  obtained  if  techniques  of  production  are  selected, 
if  the  productive  tasks  of  individual  units  of  capital  and  labour  are  assigned, 
and  if  the  inputs  of  labour  and  capital  are  combined  in  such  ways  that  no 
rearrangement  of  any  or  all  of  them  can  lead  to  an  increased  output  of  goods 
and  services  from  a  given  amount  of  inputs.  The  meaning  of  economic  efficiency 
for  large  segments  of  the  economy  is  similar  in  concept  to  its  meaning  for 
efficiency  in  individual  decision-making  units  but  it  includes  more.  Individual 
producing  units  may  operate  very  efficiently  in  the  above  sense,  but  at  the  same 
time  the  wider  sectors  of  the  economy  or  the  whole  economy  may  be  very 
inefficient.  Overall  efficiency  requires  both  that  individual  organizational  units 
are  operated  efficiently  and  that  the  whole  system  is  efficient  in  integrating  the 
activities  of  the  individual  units.  Ultimately,  economic  efficiency  is  achieved  if 
production  of  final  goods  and  services  within  the  constraint  of  the  available  man- 
power and  capital  goods  inputs  is  such  that  the  individual  and  collective  well- 
being  of  members  of  a  society  is,  in  some  sense,  as  large  as  possible.  In  the  case 
of  private  consumer  goods  purchased  by  individuals  in  markets,  the  individuals 
are  the  judges  of  which  commodities  benefit  them  most.  In  the  case  of  public 
goods  —  that  is,  goods  provided  by  the  public  economy  for  collective  consumption 
by  groups  in  a  society,  or  by  the  whole  membership  of  the  society  —  the  public 
body  making  the  choice  of  goods  makes  the  judgment  of  what  commodities  most 
benefit  people  collectively.  We  use  the  term  "economic  efficiency"  ordinarily  in 
the  context  of  the  efficiency  of  a  system,  such  as  the  system  for  providing  health 
care. 

It  should  be  added  that  if  markets  are  not  competitive,  the  adjustments  of 
output  to  demand  may  not  be  achieved  satisfactorily.  Production  units  holding 
monopoly  power  may  not  expand  output  to  the  point  at  which  prices  just  cover 
ordinary  costs.  It  is  partly  for  this  reason  that  monopolies  based  on  the  holding  of 
a  franchise,  such  as  public  utilities,  are  subject  to  regulation.  There  are  many 
departures  from  competitive  conditions  which  may  lead  to  a  loss  of  efficiency  in 
the  private  economy.  The  market  still  works  to  coordinate  production  in  this  case 
but  less  efficiently  than  in  a  competitive  economy. 

The  above  is  a  cursory  and  highly  elliptical  description  of  the  working  of  the 
price  system,  a  prime  element  of  the  economic  structure  of  the  private  economy. 
However,  the  price  system  does  not  solve  the  economic  problem  by  itself.  The 
working  of  both  the  private  and  the  public  economy  is  moulded  substantially  by 
non-market  institutional  forces  that  are  both  public  and  private  in  character. 

The  Role  of  Non-Market  Institutions  and  Non-Market  Private  Activities 

Governments  are  responsible  for  setting  up  the  legal  and  publicly  administered 
institutional  framework  which  determines  much  of  the  way  in  which  all  sectors 
of  the  private  economy  operate.  This  function  of  government  does  not  involve 
economic  transactions  on  the  part  of  government  in  which  money  or  goods  change 
hands;  but  rather  it  in  effect  sets  the  rules  of  the  game.  As  such  it  has  a  broader 
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web  than  commonly  is  realized.  It  embraces  the  establishment  of  the  legal  system, 
the  enforcement  of  law  which  is  itself  highly  institutionalized,  the  regulation  and 
control  of  state  created  monopoly,  the  broad  supervision  of  individual  businesses, 
the  regulation  of  some  professions  or  the  delegation  of  such  regulatory  responsi- 
bilities to  other  bodies  and  the  like. 

There  are  in  addition  private  or  quasi-private  institutional  arrangements  which 
substantially  affect  the  working  of  the  price  system.  Some  of  these  are  promoted 
by  government.  For  example,  professional  licensing  and  regulatory  bodies  set 
standards  that  determine  who  may  practise  as  a  member  of  the  relevant  pro- 
fession and  they  make  regulations  which  substantially  affect  the  mode  of  practice. 
There  are  accrediting  bodies,  many  formed  on  private  initiative,  which  accredit 
educational  institutions  and  training  programs  or  accredit  hospitals.  There  are 
voluntary  professional  associations  which  may  publish  fee  schedules  and  codes  of 
ethics  and  perform  many  other  functions.  And  many  other  institutions  could  be 
added  which  are  also  relevant  to  the  health  professions,  such  as  the  arrangements 
within  professions  for  refereeing  the  award  of  research  grants. 

There  are  also  more  direct  private  non-market  activities.  These  include  the 
activities  of  charitable,  religious  and  other  non-profit  organizations  that  provide 
goods  and  services  without  there  being  any  return,  or  in  any  event  not  a  return 
for  the  profit  of  the  sponsoring  body.  These  last  institutions  play  an  important 
role  in  some  sectors  of  the  economy  including  the  health  sector.  There  are  also 
private  non-profit  insurance  plans  where  the  premiums  cover  costs  of  operation 
but  where  the  services  provided  to  the  insured  are  paid  for  from  pooled  premium 
receipts  and  are  not  paid  for  directly  by  the  individual  receiving  the  service. 

Government  Effects  on  the  Private  Economy 

Government  affects  the  economic  life  of  the  private  economy  in  four  main  ways. 
First,  apart  from  their  commercially  operated  enterprises,  ultimately  they  are 
buyers  of  about  20  per  cent  of  the  gross  final  output  of  goods  and  services  of  the 
entire  economy.  A  substantial  part  of  these  goods  and  services  is  purchased 
directly  from  producers  in  the  private  economy.  In  addition,  in  the  course  of  their 
activities,  governments  employ  directly  large  numbers  of  people  and  large  amounts 
of  capital  goods  to  produce  public  goods  of  their  own  fashioning.  While  we  speak 
of  these  goods  as  being  government  goods,  in  fact  they  are  purchased  for  the 
benefit  ultimately  of  the  general  public  or  the  consumers  of  our  society.  In  pur- 
chasing goods  and  services  (including  capital  goods)  from  businesses  and  in  buying 
labour  services  from  individuals,  governments  usually  pay  prices  determined  in 
the  relevant  markets  and  they  are  sufficiently  large  buyers  that  frequently  they 
themselves  have  considerable  impact  in  determining  these  prices.  However,  in 
distributing  these  goods  to  consumers  they  do  not  usually  charge  prices;  and  if 
prices  are  charged  they  are  not  market-determined  prices  and  thus  are  not  used 
as  a  rationing  device  to  ensure  that  demand  and  supply  are  equated.  Although 
the  cost  of  government  activities  may  be  borne  in  part  by  charges  for  licences, 
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permits  and  fees,  the  major  part  of  cost  is  covered  from  general  taxation  revenues 
levied  on  the  economy  at  large.  This  system  is  in  contrast  to  the  provision  of 
goods  or  services  in  the  private  sector  by  individual  businesses  or  workers,  who 
are  reimbursed  from  the  prices  they  receive  for  the  commodities  sold. 

Second,  governments  transfer  large  amounts  of  income  from  some  individuals 
and  families  to  other  individuals  and  families.  These  transfers  of  income  take 
forms  such  as  family  allowances  and  old  age  pensions.  Financed  from  social 
security  levies  or  from  general  revenue  raised  by  taxation,  they  amount  to  about 
another  15  per  cent  of  gross  final  product.  The  aim  of  government  is  to  secure 
a  more  equitable  distribution  of  income  than  has  been  generated  in  the  private 
economy.  Insofar  as  income  is  redistributed,  the  demands  for  commodities  pro- 
duced by  the  private  economy  are  affected. 

Third,  and  more  recently,  governments  operate  substantial  insurance  schemes. 
In  the  operation  of  these  insurance  schemes  premiums  are  collected  from  a  large 
part  of  the  population  that  may  be  benefited  to  cover  the  costs  of  the  services 
provided  under  the  schemes;  a  considerable  part  of  the  cost  is  covered  also  from 
general  revenue  raised  by  taxation.  These  schemes  involve  a  substantial  element  of 
income  redistribution.  The  recipients  of  the  services  provided  under  the  schemes 
receive  them  on  the  insurance  principle;  they  do  not  pay  directly  for  the  services 
on  the  basis  of  the  prices  charged  for  the  services. 

Fourth,  we  have  already  noted  the  important  role  of  governments  in  establish- 
ing and  administering  the  legal  and  much  of  the  institutional  framework  within 
which  the  private  sector  of  the  economy  works  and  indeed  within  which  the 
public  economy  itself,  as  a  buyer  of  goods  and  services,  as  an  employer  of  labour, 
and  as  a  producer  of  public  goods,  must  operate. 

The  Public  Economy 

It  is  worth  examining  more  closely  the  nature  of  government  operations  as  a 
purchaser  of  privately  produced  goods  and  services  and  as  an  employer  of  labour 
and  a  user  of  capital  goods.  In  the  same  manner  as  the  economic  structure  of 
the  private  economy  has  been  outlined,  that  of  the  public  sector  or  public 
economy  as  a  provider  or  purchaser  of  goods  and  services  can  be  described.  Like 
the  private  economy,  the  public  economy  comprises  several  sectors.  Among  these 
are  the  defence  sector,  the  law  and  order  sector,  the  municipal  services  sector, 
a  large  part  of  the  transportation  sector  (such  as  highways,  waterways  and 
airports),  a  large  part  of  the  health  care  sector,  the  greater  part  of  the  education 
sector  and  so  forth.  Despite  the  disparities  among  the  sectors,  general  charac- 
teristics of  the  economic  structure  of  the  public  economy  can  be  set  forth.  As 
with  the  private  economy,  the  economic  structure  of  the  public  economy  is  the 
total  of  mechanisms  that  determine  the  kinds,  quantities  and  qualities  of  public 
goods  to  be  produced  or  provided;  the  kinds  of  different  human  and  non-human 
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resources  used  to  produce  these  goods;  and  the  ways  in  which  inputs  are  com- 
bined to  produce  the  desired  package  of  outputs.  We  now  examine  how  these 
functions  are  performed. 

The  main  feature  in  which  the  economic  structure  of  the  public  economy  is 
distinct  from  that  of  the  private  economy  is  in  its  method  of  making  decisions 
about  what  goods  and  services  are  produced,  which  decisions  determine  at  the 
same  time  the  general  levels  of  the  primary  inputs  of  labour  and  capital  goods, 
and  of  commodities  purchased  from  the  private  sector  that  are  necessary  to  produce 
the  chosen  level  of  output.  In  the  public  economy  the  market  structure  and  price 
system  play  a  subordinate  role  in  these  matters.  One  reason  for  this  difference  is 
that  members  of  governments  are  making  decisions  for  the  collectivity  of  the 
members  of  the  economy,  and  they  cannot  use  prices  as  a  guide  to  these  decisions 
in  the  same  way  that  an  individual  can  in  making  choices  for  himself  —  indeed, 
public  goods  tend  to  be  what  they  are  largely  because  they  are  not  amenable  to 
direction  from  a  decentralized  price-oriented  market  economy.  Overall  costs  play 
a  part,  of  course,  in  the  determination  of  the  aggregate  volume  of  the  goods 
provided,  and  costs  of  individual  goods  or  services  play  some  part  in  the  deter- 
mination of  the  amounts  to  be  provided,  but  they  are  not  important  in  the  same 
way  as  in  the  private  sector  in  determining  the  level  or  the  composition  of  public 
goods  provided. 

A  second  feature  of  the  structure  of  the  public  economy  is  that  decision- 
making in  government  is  relatively  highly  centralized,  though  not  perhaps  to  the 
degree  casual  reflection  would  suggest  since  there  are  three  levels  of  govern- 
ment —  federal,  provincial  and  municipal  —  and  in  addition  there  are  numerous 
departments,  tribunals,  boards  and  the  like  and  other  subdivisions  within  depart- 
ments each  with  substantial  decision-making  power.  Nevertheless,  government 
decision-making  is  relatively  highly  centralized  compared  to  that  of  the  price 
system.  A  market  system  does  not  coordinate  government  decisions  in  the  same 
way  that  it  does  in  the  private  sector.  Coordination  in  the  public  economy  must 
come,  in  the  main,  from  the  centralization  of  decision-making  itself. 

Although  dominated  by  government,  the  public  economy  still  makes  use  of 
market  prices  (though  not  in  a  major  way  the  market  system)  in  shaping  its  direct 
decisions  on  choices  of  inputs.  The  general  level  of  inputs  is  determined,  of 
course,  when  the  level  of  outputs  is  decided  since  the  two  are  closely  tied 
together.  Prices  are  of  considerable  significance,  however,  in  determining  what 
kinds  the  inputs  will  be,  and  in  determining  the  ways  in  which  the  inputs  are 
combined  together  to  produce  the  desired  public  goods.  Use  of  prices  for  guiding 
decisions  on  production  techniques  follows  directly  if  government  departments 
actively  attempt  to  produce  desired  public  goods  and  services  at  lowest  cost  per 
unit.  Governments  usually  must  pay  market-determined  prices  for  different  labour 
services,  raw  materials  and  other  products.  In  fact,  substantial  use  is  made  of 
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prices  as  guides  to  action  by  governments  in  deciding  what  inputs  they  are  going 
to  use  and  what  productive  techniques  they  are  going  to  use.  There  is  pressure 
on  governments  to  economize  through  the  political  process. 

Nevertheless,  the  fact  remains  that  the  decisions  of  governments  about  what 
kinds  of  goods  they  are  going  to  produce  —  other  than  in  the  case  of  the  com- 
mercially oriented  goods  or  services  —  are  not  primarily  determined  by  prices. 
The  public  body  must  make  a  judgment  about  what  the  community  wants  on 
the  basis  of  the  best  knowledge  that  it  has  at  hand.  It  is  making  a  decision  for 
a  collective  group  and  prices  work  satisfactorily  as  the  predominant  guiding 
mechanism  only  when  the  decisions  concerned  are  those  made  by  individuals 
either  in  connection  with  their  own  consumption  or  in  connection  with  the 
management  of  their  own  businesses,  or,  in  the  case  of  governments,  in  connection 
with  the  management  of  a  government  unit. 

The  Economic  Structure  of  the  Health  Sector 

Against  this  background  of  the  general  characteristics  of  the  economic  structure 
of  an  economy,  we  examine  the  economic  structure  of  the  health  sector  and  look 
at  its  distinguishing  characteristics.  The  economic  function  to  be  provided  in  the 
health  sector  is  similar  in  nature  to  that  performed  by  the  economy  at  large.  It 
involves  determining  continually  the  following  matters:  what  kinds,  quantities  and 
quality  of  health  goods  and  services  are  to  be  provided  for  the  benefit  of  the 
members  of  a  society,  individually  and  collectively;  to  whom  are  these  goods  to 
be  provided;  what  kinds,  quantities  and  quality  of  human  and  non-human  resources 
are  to  be  used  to  provide  the  desired  health  care  goods  and  services  for  the 
general  public;  and  how  the  resources  are  to  be  combined  —  that  is,  what  produc- 
tion techniques  should  be  used  to  produce  the  desired  output  of  health  goods 
and  services  within  the  constraints  of  the  inputs  of  manpower  and  other  resources 
that  are  utilized  in  the  health  sector.  The  organizational  apparatus  for  determining 
these  matters,  then,  is  the  economic  structure  of  the  health  sector. 

There  are  a  number  of  characteristics  of  the  health  sector  that  differentiate  it 
from  other  sectors.  First,  as  we  have  noted  before  the  individual  members  of  a 
society,  the  public  at  large,  often  are  not  good  judges  of  the  individual  treatment 
services  that  they  require,  nor  of  the  quality  of  the  services  being  provided 
whether  of  a  preventive  or  a  curative  kind.  They  must  depend  upon  the  advice 
of  the  members  of  the  relevant  profession  as  to  what  goods  and  services  they 
should  have,  as  well  as  depending  upon  them  to  provide  the  services.  This  feature 
of  the  health  profession  has  important  ramifications  for  the  structure  of  the  health 
industry,  as  will  be  apparent  from  what  follows. 

Second,  owing  to  this  lack  of  knowledge  on  the  part  of  the  consumer,  statutory 
restrictions  have  been  placed  on  who  may  provide  health  care  and  under  what 
conditions.  Statutes  can  go  only  so  far,  however,  in  dealing  with  the  matter.  For 
the  purpose  of  implementing  the  intent  of  the  statutes,  substantial  powers  have 
been  delegated  to  various  regulatory  bodies.  Important  among  these  bodies  are 
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the  licensing,  disciplining  and  regulatory  professional  bodies,  such  as  the  College 
of  Physicians  and  Surgeons  of  Ontario  and  the  Royal  College  of  Dental  Surgeons 
of  Ontario.  Hospitals  are  run  in  a  way  that  gives  substantial  authority  to  various 
hospital  committees  about  who  may  do  specific  acts  of  providing  health  care  and 
in  what  way  they  must  be  done.  Bodies  that  accredit  educational  institutions  have 
become  an  important  part  of  the  regulatory  apparatus,  for  accreditation  commonly 
is  required  of  an  institution  before  its  graduates  are  eligible  for  licensure.  The 
educational  institutions  themselves  have  played  an  increasingly  important  role, 
beyond  that  of  the  bodies  already  mentioned,  in  determining  standards  of  educa- 
tion. And  governments,  as  well  as  operating  certain  health  services  directly, 
oversee  and  participate  directly  in  the  processes  of  assuring  that  certain  standards 
of  quality  of  health  services  and  the  means  of  providing  them  are  maintained. 

The  powers  of  all  these  bodies  are  substantial.  For  example,  the  licensing  and 
disciplinary  bodies  of  the  senior  professions,  as  well  as  certifying  the  competence 
of  those  who  are  licensed,  may  lay  down  rules  about  what  kinds  of  functions  in 
the  process  of  providing  health  care  may  be  delegated  to  auxiliary  or  comple- 
mentary occupational  groups.  They  may  even  set  limitations  on  the  kinds  of  care 
that  the  member  of  the  senior  profession  himself  may  provide.  In  hospitals  the 
matter  goes  much  further.  Hospital  committees  —  and  this  means  predominantly 
medical  committees  —  decide  what  professions  will  be  allowed  to  practise  in  the 
hospital  and  in  what  way.  They  decide  what  members  of  a  particular  profession, 
for  instance  within  the  medical  profession  itself,  may  have  the  privilege  of  carrying 
on  their  practice  in  a  hospital.  They  differentiate  among  individual  members  of  a 
profession  as  to  the  type  of  care  that  they  can  give  in  a  hospital,  and  their 
decisions  are  important  in  the  allocation  of  functions  among  the  various  occupa- 
tional and  professional  groups  within  the  hospitals.  And  they  see  that  individual 
persons,  particularly  the  members  of  the  senior  professions,  maintain  certain 
standards  of  practice  in  their  day-to-day  work  in  the  hospitals. 

The  purpose  of  these  arrangements  is  to  attempt  to  assure  competence  where 
neither  members  of  the  general  public  as  consumers  nor  members  of  government 
are  equipped  to  judge  competence.  There  must  be  doubt  also,  at  the  back  of  these 
arrangements,  about  the  individual  judgment  of  some  members  of  the  professions 
themselves.  Otherwise,  why  could  it  not  be  left  to  individual  doctors  to  decide 
what  functions  could  be  assigned  to  nurses  who  work  with  and  assist  them? 

More  will  be  said  below  about  educational  accrediting  bodies. 

A  third  distinctive  feature  of  the  health  care  sector  is  that  quite  a  large  part 
of  its  structure  has  developed  in  the  way  it  has  owing  to  attempts  to  make  health 
care  available  to  people  with  low  incomes.  The  origin  of  the  hospitals,  of  course, 
even  in  the  not  so  distant  past,  was  to  provide  care  for  the  poor.  To  do  this, 
non-profit  lay  and  religious  bodies  raised  funds  to  build  hospitals  often  with 
public  assistance,  and  so  also  did  some  local  authorities.  Partly  with  changing 
technology,  but  also  for  other  reasons,  hospitals  developed  to  provide  care  for  all 
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members  of  the  population,  but  the  role  played  by  non-profit  religious  and  lay 
organizations  and  by  governments,  the  latter  particularly  in  the  case  of  mental 
care,  remained  dominant.  These  bodies  that  were  responsible  for  building  and 
providing  the  means  for  operating  the  hospitals  had  to  depend  upon  the  pro- 
fessionals for  advice  about  the  kinds  of  health  care  that  should  be  provided  and 
the  way  they  should  be  provided  within  the  hospital.  It  should  be  added  that  in 
the  provision  of  health  care  to  low  income  groups,  municipalities  and  provincial 
governments  long  have  also  contributed  towards  the  care  of  the  poor  in  the 
hospital,  by  making  grants  to  hospitals  for  the  care  of  the  indigent.  In  addition, 
the  members  of  the  professions  have  contributed  their  services  to  the  poor,  not 
only  in  the  hospitals,  but  also  in  their  offices  and  the  patients'  homes.  More 
recently,  the  establishment  of  compulsory  universal  hospital  and  medical  care 
insurance  has  had  as  one  objective  the  assurance  that  the  poor  and  the  foolhardy 
will  be  able  to  obtain  hospital  and  medical  care  if  the  need  for  it  arises. 

A  fourth  distinction  lies  in  the  way  that  members  of  the  health  professions 
receive  their  education  and  training.  In  the  past,  education  and  training  was,  in 
many  instances,  controlled  and  even  provided  by  the  regulatory  bodies  them- 
selves, or  at  least  under  their  aegis.  Now,  the  education  and  training  of  the 
members  of  the  health  professions  are  obtained  mainly  in  institutions  supported 
by  government  funds.  In  this  respect,  the  education  of  those  in  the  health  pro- 
fessions and  occupations  is  similar  to  the  education  of  those  in  other  occupations. 
But,  at  least  in  the  senior  health  professions,  the  knowledge  of  what  this  education 
should  be  is  not  nearly  as  widely  held  by  either  members  of  the  public  at  large 
or  by  those  in  governments  or  in  government  services  as  in  the  case  of  many 
other  educational  endeavours.  The  standards  of  education  in  these  senior  pro- 
fessions have  come  to  be  set  in  large  part  by  accrediting  committees,  made  up 
predominantly  of  the  members  of  the  professions  being  educated.  Hence,  decisions 
about  the  kind  of  education  that  is  to  be  provided  are  made  by  those  who  are 
not  responsible  for  the  financing  of  the  education.  Neither  governments  nor 
members  of  the  community  at  large  are  equipped  to  give  judgments  in  these 
matters  in  their  own  right,  and  frequently  there  is  not  enough  unanimity  within 
a  profession  about  the  levels  of  education  required  that  governments  could  rely 
upon  the  advice  of  individual  members  of  the  profession. 

A  fifth  characteristic  of  the  health  care  sector,  then,  which  follows  from  the 
preceding  characteristics  and  sets  the  health  care  sector  apart  from  many,  though 
not  all,  economic  endeavours  is  a  dispersion  of  authority  without  there  being 
any  mechanism  —  or  perhaps  more  correctly,  with  there  being  inadequate 
mechanisms  —  to  reconcile  the  consequences  of  the  decisions  made  by  the  various 
authorities  in  a  way  that  leads  to  the  achievement  of  the  greatest  efficiency,  within 
the  institutional  and  other  constraints  that  are  placed  upon  the  choice  of  the 
health  goods  and  services  to  be  provided  and  upon  the  inputs  of  productive  goods 
and  services.  For  example,  educational  accrediting  bodies  set  minimum  standards 
of  educational  requirements  without  having  to  take  into  account  the  costs  of 
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providing  the  education  on  the  one  hand,  or  the  costs  to  the  general  public  of 
the  services  of  those  who  are  being  educated  on  the  other.  While  they  may  take 
some  account  of  costs,  they  are  primarily  interested  in  seeing  that  those  being 
educated  come  up  to  standards  that  are  determined,  at  least  in  quite  large  part, 
independently  of  the  above  costs.  On  questions  concerning  the  operation  of  a 
hospital  they  are  apt  to  be  more  interested  in  what  they  regard  as  a  good  quality 
of  service  than  in  costs;  and,  indeed,  they  may  insist  on  some  of  the  arrangements 
of  the  hospital  because  they  feel  that  statutes  and  the  requirements  of  their 
licensing  body  do  not  permit  them  to  delegate  some  functions.  Similarly,  the 
licensing  body  is  charged  with  seeing  that  the  members  of  its  profession  have 
certain  competences  and  provide  services  of  a  certain  standard  to  the  public. 
In  trying  to  discharge  suitably  the  responsibilities  devolved  upon  it  this  body  may 
feel  constrained,  and  may  actually  be  constrained  by  the  legislation,  in  permitting 
the  delegation  of  certain  functions  by  the  members  of  the  profession  to  those  of 
other  professions,  even  though  they  might  themselves  feel  that  such  could  be 
properly  done.  Further,  government  units  that  are  responsible  for  the  running  of 
certain  health  facilities  which  are  only  a  part  of  the  health  sector  may  make 
judgments  about  the  arrangements  in  these  facilities  that  are  not  reconciled  with 
the  services  available  from  other  facilities. 

Having  mentioned  these  special  characteristics  of  the  health  care  sector,  we 
now  turn  to  look  at  the  economic  structure  of  the  sector  more  in  the  large.  In 
particular,  we  are  interested  in  the  role  of  the  price  system  in  shaping  the 
economic  structure,  the  role  of  government  activities,  and  the  role  of  the  non- 
market  activities,  including  those  of  charitable  and  religious  organizations,  other 
non-profit  organizations,  and  the  quasi-private  regulatory  bodies.  To  proceed,  it  is 
convenient  to  divide  the  health  sector  into  certain  subsectors.  These  subsectors  are, 
first,  a  hospital  subsector;  second,  the  direct  medical  care  subsector;  third,  the  non- 
medical care  subsector;  fourth,  and  finally,  the  education  and  research  subsector. 

The  Hospital  Subsector 

We  examine  the  determinants  of  the  economic  structure  of  the  hospital  subsector 
by  looking  first  at  the  role  of  non-market  and  institutional  factors,  then  at  the  role 
of  government,  and  finally  at  the  role  of  the  price  and  market  system. 

The  role  played  by  non-market  traditional  and  institutional  forces  has  been, 
and  remains,  important  in  the  hospital  sector.  It  has  been  noted  that  in  Ontario 
the  establishment  and  building  of  public  general  hospitals  were  undertaken,  until 
quite  recently,  by  non-profit,  lay  and  religious  bodies  with  perhaps  some  govern- 
ment financial  support.  The  funds  to  build  these  hospitals  were  provided  largely 
by  voluntary  contributions.  Consequently,  the  decisions  to  build  the  hospitals  and 
to  equip  them  for  operation  in  a  certain  way  determined  the  amount  of  hospital 
services  that  would  be  available  in  the  community  to  be  serviced.  Once  the 
hospital  became  a  general  public  facility,  substantial  amounts  were  collected  as 
fees  for  use  of  the  hospital  from  those  patients  who  could  pay,  and  these  fees 
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undoubtedly  affected  in  some  measure  the  level  of  hospital  use.  Even  so  decisions 
to  build  the  hospitals  were  not,  in  the  main,  market  oriented.  They  were  made 
on  the  basis  of  some  view  of  the  needs  of  the  community  in  the  minds  of  those 
on  the  boards  of  the  hospital.  More  recently,  the  financing  of  hospitals  has  been 
undertaken  predominantly  by  governments,  although  lay  boards  remain  important 
in  their  planning  and  management.  It  still  remains  true,  however,  that  the 
decisions  to  build  additional  hospitals  or  to  renovate  old  ones  are  made  on  the 
basis  of  government  and  hospital  board  judgments  of  the  needs  of  the  various 
communities.  It  should  be  added  that  throughout  the  period  in  which  hospitals 
have  been  important,  the  advice  of  the  medical  profession  in  particular  among  the 
health  professions,  to  either  the  hospital  board  or  to  the  governments,  has  played 
an  important  part  in  shaping  the  decisions  about  what  kinds  and  sizes  of  hospitals 
are  provided. 

Other  institutional  features  of  the  hospital  sector  have  also  played  a  most 
important  part  in  its  economic  structure.  The  medical  committees  and  medical 
staff  are  the  dominant  influences  in  many  matters,  such  as  the  establishment  of 
procedures  to  assure  that  the  services  provided  are  of  good  quality,  in  deciding 
what  privileges  will  be  granted  to  members  of  the  medical  profession,  in  deciding 
what  discretion  will  be  assigned  to  internes  and  residents,  and  in  deciding  the 
roles  of  non-medical  personnel.  While  members  of  the  medical  staff  are  aware, 
undoubtedly,  of  some  of  the  economic  implications  of  the  decisions  that  they 
make  and  while  they  take  some  account  of  them,  it  is  likely  that  the  quality  of 
the  service  they  see  being  provided  is  more  important  in  making  many  decisions 
than  the  economic  consequences  of  those  decisions.  It  is  the  board's,  and  now 
also  the  government's,  responsibility  to  take  cognizance  of  those  economic 
consequences. 

Another  institutional  matter  that  affects  the  operation  of  hospitals  is  the  fact 
that  traditionally  they  have  provided  for  substantial  parts  of  the  education  of 
members  of  the  health  professions.  Medical  students  obtain  a  considerable  part 
of  their  instruction  and  do  their  internships  in  hospitals.  Postgraduate  education 
in  clinical  specialties  has  been  obtained  almost  entirely  in  hospitals.  Nursing 
schools  have  been  predominantly  in  hospitals,  and  more  recently  large  numbers 
of  the  laboratory  and  radiological  technical  personnel  have  been  trained  in  hos- 
pitals. There  has  been  commonly  a  large  service  element  attached  to  this  training. 
In  any  event,  its  organization  has  been  influenced  heavily  by  non-market  forces. 

Many  other  examples  of  the  role  of  non-market  oriented  bodies  and  of  institu- 
tions in  the  hospital  can  be  given,  but  the  above  will  suffice  to  illustrate  the  nature 
and  the  pervasiveness  of  these  forces  in  the  operation  of  the  hospital. 

Although  the  government  role  in  the  organization  of  hospital  services  in 
Ontario  might  have  been  described  as  subordinate  as  recently  as  a  decade  ago, 
the  same  cannot  be  said  today.  Governments  now  occupy  a  most  important 
position  in  the  economic  structure  of  the  hospital  sector  and  their  influence  is  felt 
in  many  ways.  It  has  been  mentioned  already  that  governments  are,   in  fact, 
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responsible  for  assigning  authority  to  professional  licensing  and  regulatory  bodies 
and  for  establishing,  through  legislation  and  by  other  means,  rules  for  the  internal 
organization  of  hospitals. 

Governments,  in  fact,  of  course,  operate  directly  a  substantial  hospital  complex 
through  tuberculosis  sanatoria,  hospitals  for  mental  care,  military  hospitals,  and 
even  some  local  general  hospitals.  The  price  system  plays  a  small  part,  although 
the  level  of  costs  has  been  important,  in  the  determination  of  the  scale  of  these 
operations,  especially  in  the  case  of  federal  and  provincial  hospitals.  Rather,  these 
government  bodies  decide  what  services  the  members  of  the  public  require  and 
the  scale  of  the  services,  and  then  take  steps  to  provide  this  quantity  of  services. 
There  is,  in  general,  no  charge  for  them. 

The  federal,  provincial  and  municipal  governments  are  responsible  also  for 
providing  directly  public  health  services,  and  again  the  decision  to  provide  these 
are  not  made  in  response  to  conditions  in  the  markets  for  such  services,  but 
rather  on  the  basis  of  a  judgment  by  governments  of  what  the  people  of  the 
community  wish  and  can  afford. 

In  the  cases  of  mental  hospitals  and  of  public  health,  governments  directly 
organize  the  service.  They  hire  the  professional  and  other  labour  services  required 
and  purchase  the  necessary  capital  equipment  and  facilities,  and  they  decide 
directly  how  these  are  to  be  organized.  In  doing  this,  they  must  depend  heavily 
upon  professional  advice,  but  in  a  different  way  than  in  the  case  of  general  hos- 
pitals. In  this  instance,  the  advice  is  more  apt  to  come  directly  from  members 
of  the  professions  employed  by  the  government,  rather  than  from  organized 
professional  units  themselves. 

With  the  advent  of  hospital  insurance,  governments  started  to  play  a  much 
larger  role  in  the  affairs  of  general  hospitals  than  before.  The  changes  that  took 
place  should  be  neither  underestimated  nor  exaggerated.  For  one  matter,  the 
inception  of  public  hospital  insurance  did  not  mean  a  change  from  a  system  of 
no  insurance  to  one  of  government  insurance;  in  fact,  prior  to  the  introduction 
of  public  hospital  insurance,  very  large  numbers  of  persons  were  covered  by 
voluntary  insurance.  In  both  cases,  consumers  who  would  have  paid  for  services 
of  hospitals  as  they  used  them,  and  who  would  thus  have  been  influenced  in  their 
use  of  hospital  services  to  some  extent  by  the  prices  put  on  the  hospital  services, 
no  longer  pay  for  hospital  care  on  the  basis  of  the  care  received.  The  major 
change  that  did  take  place  with  the  advent  of  public  hospital  insurance,  as  well 
as  the  extension  of  insurance  coverage,  substantially  was  the  establishment  of  the 
responsibility  of  the  provincial  government  for  practically  all  the  financing  of 
general  hospitals,  with  some  of  the  funds  passing  through  provincial  hands  coming 
from  the  federal  government.  While  the  local  hospital  boards  and  some  of  the 
medical  and  other  professional  committees  within  the  hospital  continue  to  play  a 
substantial  role  in  the  economic  affairs  of  the  hospital,  the  influence  of  the 
provincial  government  has  become  all-pervasive:  first,  in  connection  with  plans  for 
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expanding  hospitals  or  for  remodelling  and  refurbishing  them;  and  second,  for 
working  out  an  annual  budget  with  the  hospitals  on  the  basis  of  which  the  latter 
are  reimbursed  from  the  funds  collected  by  the  provincial  government.  Voluntary 
agents  as  collectors  of  funds  largely  have  been  replaced. 

What  part  then  is  left  for  the  role  of  the  price  system?  The  role  of  prices 
(perhaps  as  distinct  from  the  price  system)  is  still  perhaps  more  important  than 
one  might  infer  from  the  foregoing  description  of  the  role  of  governments  and 
institutional  arrangements.  Prices  serve  little  function  in  affecting  the  demand  of 
individual  members  of  the  general  public  for  hospital  services,  since  aside  from 
a  few  fringe  items,  the  costs  of  bed  and  other  hospital  services  are  covered  by 
insurance.  Prices,  as  reflected  in  costs,  play  some  part,  however,  in  government 
decision-making.  And  prices  still  play  an  important  role  in  determining  the 
availability  of  manpower  supply  in  the  health  services  —  the  remuneration  to  be 
obtained  in  an  occupation  is  still  determined  by  the  wage  or  salary  paid,  or  by 
the  fee  received.  Prices  also  affect  the  way  in  which  manpower  and  other  resources 
are  organized  to  produce  the  health  care  services  for  the  general  public.  Those 
who  are  responsible  for  the  financing  of  hospitals  are  anxious  to  use  modes  of 
operation  that  are  the  least  costly  within  the  range  of  choice  that  is  open  to  them. 
Decisions  to  use  automated  equipment,  rather  than  manual  systems,  perhaps  to 
use  some  nursing  assistants  rather  than  diploma  nurses,  or  to  have  wards  arranged 
in  one  way  rather  than  another,  may  well  be  based  on  the  costs  of  the  alternative 
ways  of  doing  things.  The  institutional  and  other  arrangements  noted  above,  how- 
ever, may  leave  this  range  of  choice  rather  small.  Whatever  the  role  played  by 
prices,  the  hospital  sector  is  certainly  not  one  in  which  the  market  is  the  organiz- 
ing force  that  brings  decision-making  on  the  part  of  many  groups  into  cohesion. 

In  general,  then,  the  allocation  of  resources  in  the  hospital  sector  is  not 
accomplished  in  the  same  way  as  it  is  in  the  private  economy.  Although  largely 
indirect,  the  government  role  is  all  but  ubiquitous,  as  is  the  role  of  physicians. 
The  role  of  voluntary  non-profit  bodies,  while  still  important,  is  declining.  In 
contrast,  the  role  of  the  price  system  is  clearly  subordinate,  and  the  coordinating 
structure  of  a  market  has  little  part  to  play.  Decision-making  is  much  more 
centralized  than  in  a  price  and  market  economy,  but  it  is  still  dispersed 
among  several  bodies.  Its  coordination  must  come  about  by  other  means  than 
a  market  system. 

The  Direct  Medical  Care  Subsector 

For  convenience,  the  direct  medical  care  sector  is  demarcated  as  including,  in  the 
main,  personal  health  care  provided  to  individuals  by  members  of  the  medical 
profession  both  in  and  out  of  hospitals,  though  not  as  employees  of  hospitals:  it 
includes  also  direct  medical  care  provided  outside  hospitals  by  persons  such  as 
clinical  psychologists,  special  nurses  and  physiotherapists. 

As  with  the  hospitals,  the  organizational  influences  in  directing  the  provision 
of  medical  care  have  been  the  price  system,  governments  and  the  non-market. 
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non-profit  activities  of  religious  and  charitable  bodies  and  of  the  institutions  both 
of  the  professional  bodies  whose  members  supply  medical  care  on  the  one  hand 
and  of  consumers  on  the  other.  The  relative  influence  of  these  different  organiza- 
tional elements  has  been  substantially  different,  however,  from  those  of  the 
hospital  sector. 

As  in  the  hospital  sector,  so  also  in  the  medical  care  sector,  professional 
bodies  and  associations  of  the  different  health  occupations  play  important  roles. 
A  distinction  must  be  made  between  the  roles  of  official  regulatory  professional 
bodies  and  of  voluntary  professional  bodies.  The  roles  of  the  licensing  bodies  we 
have  already  dealt  with  when  considering  hospitals.  That  they  are  important,  as 
well,  in  shaping  the  structure  of  provision  of  health  care  in  the  direct  medical 
care  sector  will  be  immediately  apparent.  And,  of  course,  doctors  practising  in 
hospitals  as  a  part  of  their  private  practice  are  subject  also  to  the  regulatory 
controls  of  their  colleagues  in  the  hospitals.  Traditionally,  the  professional  licensing 
bodies  also  have  played  a  dominant  role  in  setting  forth  educational  requirements. 
However,  the  development  of  bodies  which  accredit  educational  institutions,  of  the 
independent  educational  institutions  themselves,  and  of  national  examining  bodies 
has  taken  much  of  this  function  out  of  the  hands  of  the  licensing  body  although 
it  remains  nominally  their  responsibility. 

Voluntary  professional  associations  also  play  a  considerable  part  in  affecting 
the  organization  of  the  direct  medical  care  sector.  Their  role  is  primarily  that  of 
overseers  of  the  economic  and  other  interests  of  their  individual  members.  These 
associations  establish  codes  of  ethics,  prepare  and  publish  fee  schedules,  which 
are  widely  followed,  suggest  model  sets  of  bylaws  for  hospitals,  and  have  many 
other  activities  (see  Chapter  8). 

The  medical  care  sector  has  been  influenced  by  a  more  widespread  use  of 
the  price  system  and  by  the  operation  of  economic  incentives,  especially  for  the 
providers  of  health  care,  than  has  the  hospital  sector.  In  the  past,  as  a  result  of 
the  interaction  of  the  behaviour  of  the  suppliers  and  the  purchasers  of  health 
care,  markets  for  different  medical  care  goods  and  services  and  prices  for  these 
goods  and  services,  were  established  —  although  in  the  case  of  medical  services 
not  in  the  same  way  as  in  a  competitive  market.  The  differences  have  been 
two-fold.  We  have  referred  before  to  the  fact  that  the  consumer  himself  is  not  apt 
to  be  a  good  judge  of  the  kind  of  individual  care  he  needs,  that  he  must  rely 
on  the  advice  of  the  physician  as  to  what  treatment  he  should  have,  and  that  he 
bases  his  own  decisions  largely  on  this  advice.  Second,  the  prices  of  medical 
services  have  been  established  not  by  a  competitive  interplay  of  market  forces, 
but  by  the  profession  in  the  form  of  a  fee  schedule.  Nevertheless,  consumer 
purchases  of  medical  care  have  been  influenced  substantially  by  the  prices  of  such 
care,  although  less  for  emergency  treatment  than  for  other  medical  care.  Of 
course,  there  was  the  long-standing  practice  of  physicians  providing  medical  care 
without  charge  to  the  poor.  The  above  situation  is  now  greatly  changed  with  the 
introduction  of  medical  insurance. 
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Just  as  consumers  of  health  care  made  use  of  the  prices  of  different  types  of 
medical  care  in  making  their  choices,  so  also  the  potential  suppliers  of  medical 
services  have  made  use,  and  still  do  make  use,  of  these  prices.  For  one  matter 
the  choice  of  medicine  as  a  profession  was,  and  is,  influenced  substantially  by  the 
prospect  of  income  to  be  obtained  by  selling  services  to  the  consuming  public; 
and  choice  among  specialties  is  influenced  in  the  same  way.  Similarly,  physicians 
in  organizing  their  offices  have  been  guided  by  the  prices  they  pay  in  running 
their  offices.  The  kinds  of  equipment  that  they  have  used  have  been  affected  by 
the  prices  of  such  equipment,  and  the  type  of  personnel  that  they  have  em- 
ployed in  the  offices  have  likewise  been  affected.  However,  insofar  as  the  use 
of  professional  or  auxiliary  personnel  in  the  office  is  concerned,  the  physician  is 
circumscribed  in  his  ability  to  delegate  functions  to  assistants  by  the  statutory 
and  institutional  forces  noted  above.  It  must  be  remembered  that  at  no  time  has 
the  influence  of  the  price  system  been  ubiquitous  in  affecting  the  provision  of 
health  care  services.  The  voluntary  provision  of  care  to  those  who  could  not 
pay,  at  little  or  no  charge  by  members  of  the  medical  profession,  has  been 
mentioned  already. 

With  the  introduction  and  spread  of  voluntary  medical  insurance  schemes, 
the  use  of  the  price  system  declined.  Consumers  covered  by  such  insurance  no 
longer  use  the  prices  of  individual  types  of  medical  care  as  guides  to  their  choice 
of  care.  The  growth  of  private  medical  insurance  plans  and  the  introduction  of 
the  Ontario  Medical  Services  Insurance  Plan,  and  more  recently  of  the  Ontario 
Health  Services  Insurance  Plan,  mean  that  the  role  of  the  price  of  medical 
services  in  directing  consumer  choice  at  the  level  of  the  individual  will  have 
virtually  disappeared.  Hence,  the  role  of  the  price  system  has  declined,  while  that 
played  by  government  has  increased  significantly.  In  the  past,  decision-making 
by  the  latter  on  inputs,  outputs  and  production  processes  in  providing  direct 
health  care  to  individuals  was  limited  to  decisions  regarding  the  provisions  of 
medical  care  to  Indians  and  Eskimos,  war  veterans,  the  mentally  ill  and  in  some 
cases  indigents.  In  the  future,  the  financing  of  medical  care  will  be  affected  by 
the  operation  of  the  public  health  services  insurance  plan. 

It  is  only  necessary  to  mention  further  without  elaboration  that,  as  noted 
before,  governments  have  played  an  important  role  in  providing  legislation  which 
affects  the  circumstances  of  the  delivery  of  direct  medical  care,  and  have  for  a 
considerable  time  financed  much  of  the  educational  expenditure  on  the  training 
of  personnel  who  provide  direct  medical  care.  This  latter  function  will  be 
elaborated  later. 

In  summary,  then,  prices  play  a  greater  role  in  the  direct  medical  care  sector 
than  in  the  hospital  sector,  but  theirs  is  still  not  a  dominant  role.  The  role  of  the 
official  professional  regulatory  bodies,  of  the  voluntary  professional  regulatory 
associations  and  to  a  lesser  extent  of  such  bodies  as  the  Victorian  Order  of  Nurses 
or  the  Cancer  Society,  is  wide;  and  the  part  played  by  government,  particularly 
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through  insurance  schemes,  is  substantial.  As  in  the  hospital  sector,  so  in  the 
direct  medical  care  sector,  the  market  does  not  provide  the  major  coordinating 
function  of  the  actions  of  a  number  of  different  decision-makers. 

The  Non-medical  Subsector 

The  non-medical  sector  includes  the  provision  of  dental  care,  of  pharmaceutical 
products,  of  ophthalmic  goods  and  services,  and  so  on.  There  is,  of  course,  a 
great  deal  of  variation  in  the  economic  structure  of  each  of  these  small  subsectors, 
but  some  general  comments  can  be  made  about  the  economic  structure  of  this 
inclusive  non-medical  care  sector. 

In  the  main,  as  with  other  health  care  services,  the  consumer  himself  is  not 
a  good  judge  of  the  effectiveness  or  quality  of  many  of  the  goods  or  services 
provided  in  these  sectors.  He  must  rely  on  the  advice  of  members  of  the  health 
professions  concerned.  Given  that  fact,  the  place  of  the  price  system  in  the 
economic  structure  of  the  non-medical  care  sector  has  been  significant  and  will 
continue  to  be  significant,  because  of  the  common  exclusion  of  the  health  care 
provided  in  this  sector  from  many  private  and  from  government  medical  care 
plans.  In  this  sector,  then,  the  price  system  is  an  important  mechanism  through 
which  individual  buyers  and  suppliers  of  these  non-medical  care  services  make 
decisions  on  what  goods  they  wish  to  buy  or  supply.  Given  the  prescriptions  or 
advice  provided  them  by  members  of  the  health  professions,  individuals  choose 
dental  care,  or  buy  drugs,  or  buy  ophthalmic  devices  in  substantial  measure  as 
guided  by  the  prices  of  these  goods  or  services.  On  the  supply  side,  dentists 
provide  dental  care  in  response  to  the  fees  they  obtain  for  providing  these  services. 
And  drug  companies  produce  drugs  in  response  to  conditions  in  markets  —  though 
a  few  vital  drugs  may  be  subsidized;  or,  in  the  case  of  immunization  agents,  drugs 
may  be  purchased  by  public  bodies  and  provided  free  to  individuals.  That  prices 
play  a  substantial  part  in  nearly  all  parts  of  the  provision  of  goods  and  services 
in  this  sector  except  education  is  clear. 

The  influence  of  government  action  has  been  less  than  in  the  hospital  or 
medical  care  sector  though  certainly  far  from  absent.  As  usual,  there  has  been 
legislative  control  and  the  delegation  of  licensing  and  regulatory  functions  to 
professional  boards.  There  has  also  been  the  provision  of  educational  and  other 
training.  In  addition,  the  administration  of  such  Acts  as  the  Food  and  Drug  Act 
and  the  Narcotics  Control  Act  has  led  to  direct  supervision  of  many  activities  in 
this  sector.  Governments  have  been  much  less  involved  here  than  in  the  two 
preceding  sectors,  however,  in  actually  making  decisions  about  the  direct  provision 
of  health  care,  though  these  functions  are  growing  now  with  there  being  greater 
attention  to  such  matters  as  health  care  in  schools. 

Again,  the  role  of  voluntary  non-profit  charitable  and  religious  organizations, 
though  limited,  is  noteworthy.  For  example,  organizations  like  the  Canadian 
National  Institute  for  the  Blind  contribute  substantial  services  for  some  segments 
of  the  population. 
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Finally,  the  role  of  the  professional  licensing  bodies  and  voluntary  associations 
is  much  the  same  as  in  the  case  of  the  direct  medical  care  sector.  As  one  illus- 
tration, we  may  mention  that  the  official  regulatory  body  of  the  dental  profession, 
the  Royal  College  of  Dental  Surgeons  of  Ontario,  plays  much  the  same  role  for 
dentists  as  the  College  of  Physicians  and  Surgeons  of  Ontario  plays  for  members  of 
the  medical  profession.  Similarly,  the  voluntary  association  again  attempts  to  serve 
the  economic  interests  of  their  members  by  such  means  as  publishing  a  fee 
schedule  and  by  establishing  codes  of  ethics. 

In  this  sector,  the  price  and  market  system  does  play  a  larger  part  in 
coordinating  the  activities  of  large  numbers  of  independent  decision-makers,  of 
independent  buyers  and  sellers  of  health  goods  and  services,  than  in  the  hospital 
or  direct  medical  care  sectors.  Nevertheless,  there  are  decisions  of  substantial 
importance  made  by  a  number  of  groups  in  this  area  that  are  made  outside  the 
market  structure  or  are  made  in  non-competitive  fashion.  The  market  structure  is 
not  the  coordinating  mechanism  for  all  actions  taken  within  this  sector. 

The  Education  and  Research  Subsector 

The  education  and  research  sector  is  not  shaped  in  any  significant  way  by  a 
market  price  system.  In  some  of  the  professions  until  fairly  recent  times,  it  has 
been  influenced  greatly  by  professional  licensing  bodies  and  by  non-profit  bodies 
supporting  educational  institutions  or  providing  research  funds.  The  role  of  the 
hospitals  in  education  has  been  already  noted.  But  in  some  professions  for  a  very 
considerable  time,  and  for  nearly  all  professions  at  the  present  time,  government 
actions  are  most  important.  Governments  now  provide  most  of  the  funds  that 
support  the  educational  and  training  facilities  of  those  in  the  health  professions. 
In  making  decisions  on  what  funds  to  provide,  they  affect  the  manpower  that  will 
be  trained  for  the  health  professions.  In  many  cases,  they  enter  directly  into  the 
training  of  the  members  of  the  health  professions,  particularly  through  such 
institutions  as  the  Department  of  Education  in  schools  and  colleges,  but  also  in 
the  Ontario  Hospitals  and  in  the  training  of  nursing  assistants  in  direct  govern- 
ment-sponsored programs. 

While  governments  provide  the  finances  for  much  or  most  education  and 
training,  even  to  the  extent  of  paying  part  of  the  students'  maintenance  costs  in 
many  instances,  they  commonly  do  not  directly  control  this  education  and  training 
themselves.  Important  influences  in  shaping  the  type  of  training  given  are  the 
non-profit  bodies  such  as  universities  and  hospitals,  and  significantly  the  accredit- 
ing bodies  whose  stamp  of  approval  in  a  training  program  is  necessary  before 
the  graduates  of  the  program  will  be  accepted  for  licensure  by  the  professional 
licensing  body.  For  the  clinical  specialties  in  medicine,  the  nation-wide  body  of 
the  Royal  College  of  Physicians  and  Surgeons  of  Canada  dominates  the  require- 
ments for  obtaining  certification  or  fellowship. 

The  support  of  research  has  tended  to  move  in  the  same  direction  as  the 
support  of  education.  With  it  becoming  increasingly  costly,  as  has  education,  the 
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support  of  research  has  tended  to  shift  from  voluntary  bodies,  such  as  foundations, 
or  voluntary  societies  such  as  the  Cancer  Society,  to  public  bodies.  But  it  is  not 
yet  completely  dominated  by  the  latter. 

It  would  be  ridiculous,  of  course,  to  suggest  that  prices  play  no  part  in  shaping 
the  educational  structure.  Prices  do  play  some  part  in  affecting  the  kinds  even 
of  professional  personnel  that  are  employed  for  instructional  purposes.  Those 
responsible  for  the  running  of  educational  institutions  do  try  to  make  their  funds 
go  as  far  as  they  can.  Nevertheless,  the  areas  of  choice  are  relatively  limited,  and 
the  dominant  role  in  establishing  the  economic  structure  of  the  educational 
sector  is  played  by  governments,  by  non-profit  organizations,  and  by  professional 
accrediting  bodies,  licensing  bodies  and  voluntary  associations. 

The  Overall  Health  Care  Structure 

The  implications  of  all  these  matters  for  the  economic  structure  of  the  overall 
health  sector  are  illuminated  by  a  glance  at  the  magnitude  and  direction  of  change 
in  size  of  each  of  the  four  subsectors.  In  Ontario,  in  1965,  expenditures  on  health 
care  given  in  hospitals,  not  including  the  fees  of  private  attending  physicians,  was 
approximately  59  per  cent  of  all  personal  health  care  expenditure  (the  latter 
including  prescribed  drugs  but  not  covering  the  capital  costs  of  hospitals,  the 
educational  costs  of  those  disciplines  and  professions  not  trained  in  the  hospitals, 
and  expenditures  on  public  health);  by  contrast,  although  we  do  not  have  exact 
figures,  the  comparable  figure  in  the  late  1920's  was  almost  certainly  less  than 
30  per  cent.  Expenditures  on  private  physicians'  services  in  Ontario  in  1965  were 
approximately  22  per  cent  of  all  personal  health  care  expenditure,  as  contrasted 
with  probably  well  over  35  per  cent  in  the  late  1920's.  Outlays  on  personal 
dental  care  in  Ontario  in  1965  were  about  6.5  per  cent  of  all  outlays  on  personal 
health  care  as  compared  with  between  probably  10  and  11  per  cent  in  the  late 
1920's.  Other  personal  health  services  and  prescribed  drugs  purchased  through 
retailers  each  accounted  for  approximately  6  per  cent  of  personal  health  care 
expenditures  in  Ontario  in  1965,  with  the  former  percentage  having  fallen  to 
about  one  half  of  its  magnitude  of  forty  years  ago  (estimates  are  not  available 
of  the  amounts  spent  on  prescribed  drugs  before  the  war).3  It  may  be  seen  from 
the  foregoing  that  the  hospital  subsector  —  that  subsector  in  which  the  influence 
of  the  price  and  market  system  is  least  important  in  shaping  the  economic 
structure  of  the  health  services  system  and  in  which  the  role  of  government  and 
the  various  professional  and  other  institutional  forces  is  the  greatest  —  has  grown 
greatly  in  magnitude  relative  to  the  whole  health  care  system.  Conversely,  the 
non-medical  care  sector,  in  which  the  effects  of  price  are  most  prevalent,  has 
declined  in  relative  importance  very  substantially.  The  consequences  of  this  trend 
both  within  and  among  the  various  health  care  subsectors  are  as  follows. 


3See  Table  6.1,  Chapter  6  of  this  volume  and  Report  of  the  Royal  Commission  on  Health 
Services,  Vol.  I,  Queen's  Printer,  Ottawa,  1964,  Table  11.3,  p.  429. 
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First,  the  role  of  governments  in  shaping  the  economic  structure  of  the  health 
sector  has  become  a  major  one.  To  their  traditional  responsibilities  for  the  legal 
institutional  framework  of  the  health  sector,  much  of  it  delegated  to  professional 
bodies,  for  the  provision  of  health  care  to  particular  sectors  of  the  population, 
including  the  mentally  ill,  war  veterans,  Indians  and  Eskimos,  and  for  financing 
a  considerable  part  of  health  education,  there  have  been  added  the  great  under- 
takings of  comprehensive  public  hospital  and  medical  care  insurance,  and  an  even 
greater  role  than  before  in  the  support  of  education  and  research  related  to  the 
provision  of  health  care. 

Second,  the  role  played  by  professional  bodies,  formally  and  informally, 
places  them  in  a  league  with  government  as  major  constituents  of  the  economic 
structure  of  the  health  care  sector.  The  role  of  professional  groups  in  the  tradi- 
tional functions  of  the  licensing  and  regulatory  bodies  has  been  augmented  by 
a  greatly  expanded  and  increasingly  formally  organized  hospital  structure;  by  a 
growth  in  the  numbers  and  influence  of  accrediting  and  examining  bodies;  by 
growing  activities  of  voluntary  associations,  particularly  among  the  junior  pro- 
fessions; and  by  substantial  control  of  education  in  the  postgraduate  clinical 
specialties  of  medicine. 

Third,  and  by  contrast,  the  role  of  the  price  system  has  declined  substantially. 
We  have  noted  that  for  long,  owing  to  the  nature  of  health  care,  the  consumer 
has  been  guided  in  substantial  measure  by  others  in  his  choice  of  health  services. 
The  introduction  of  public  comprehensive  hospital  and  medical  insurance  has 
virtually  completed  the  process  of  removing  price  as  a  constituent  in  the  choice 
of  hospital  and  medical  care  by  the  individual  member  of  the  public.  Prices 
remain  important  in  directing  choices  of  individuals  in  regard  to  occupations. 
They  continue  to  play  a  substantial  role  in  the  organization  of  the  provision  of 
health  services  by  public  and  quasi-public  bodies,  but  theirs  is  not  a  predominant 
role  such  as  they  have  in  large  parts  of  the  private  economy. 

Fourth,  although  voluntary  non-profit,  charitable  and  religious  organizations 
continue  to  make  valuable  contributions,  their  relative  influence  has  declined 
substantially.  The  most  marked  decline  has  been  in  the  case  of  the  hospitals  and 
in  some  universities,  the  areas  in  which  these  bodies  traditionally  played  their 
largest  parts.  They  remain  important  in  specialized  areas  of  the  health  sector  in 
the  form  of  societies  or  associations,  each  of  which  works  in  a  rather  narrow  part 
of  the  health  sector. 

Advances  in  Medical  Science  and  the  Economic  Structure 

Much  of  the  change  in  the  structure  of  the  health  sector  can  be  accounted  for  by 
advances  in  medical  science.  Since  the  knowledge  of  the  causes  of  good  health 
and  ill  health  are  bound  to  continue  to  grow,  perhaps  at  an  increasing  pace,  and 
since  the  technology  of  the  provision  of  health  care  is  equally  apt  to  change 
rapidly,  it  is  instructive  to  consider  briefly  what  some  of  these  effects  have  been. 
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First,  it  is  in  large  part,  though  by  no  means  entirely,  these  changes  that 
have  led  to  the  growth  in  the  delivery  of  health  care  through  hospitals.  The 
development  of  sanitation  and  aseptics  made  hospitals  places  in  which  diagnosis 
and  treatment  could  be  carried  out  safely.  Advances  in  surgery  led  to  the  use  of 
highly  complicated  facilities  such  as  operating  theatres  with  all  the  attendant  needs 
for  a  substantial  range  of  equipment  and  personnel,  and  a  need  for  intensive 
post-operative  care.  Hospitals  increasingly  became  better  places  for  childbirth 
than  the  home.  They  became  the  only  places  where  at  any  reasonable  cost  the 
personnel  and  equipment  could  be  assembled  for  the  wide  range  of  medical 
diagnosis  and  treatment  that  medical  knowledge  and  technology  permitted.  Their 
function  remained  largely  curative  and  not  preventive. 

As  the  hospitals  became  increasingly  sophisticated  centres  for  health  care, 
they  became  increasingly  expensive  to  build,  equip,  and  run,  and  increasingly 
complicated  to  manage.  Increased  costs  meant  that  voluntary  non-profit  bodies 
could  no  longer  carry  the  same  proportion  of  construction  and  running  costs  as 
they  had  before.  The  burden  was  gradually  shifted  to  governments,  a  process  that 
is  now  substantially  complete.  The  increased  complexity  of  maintaining  standards 
of  practice  in  the  hospital  accounts  in  part  for  the  growth  of  the  systems  of  control 
that  lie  in  the  hands  of  the  various  medical  and  other  hospital  committees. 

Just  as  these  advances  in  medical  science  led  to  the  use  of  highly  complex 
facilities  and  equipment,  so  also  did  they  lead  to  the  requirements  of  highly 
complex  skills  on  the  part  of  the  providers  of  health  care.  In  turn,  these  complex 
skills  then  necessitated  the  completion  of  an  extensive  training  program  on  the 
part  of  the  students  before  they  could  become  qualified  practitioners.  Thus  it  can 
be  argued  that  ever  more  expensive  medical  training  programs  slowly  but  surely 
led  governments  into  their  present  role  as  major  financial  supporters  of  health 
care  education. 

Similarly,  as  medicine  became  more  complex,  so  too  did  the  research  required 
to  produce  further  advances  in  medicine.  Accordingly,  while  at  one  stage  research 
could  be  supported  largely  by  funds  gathered  from  private  donors,  such  funds 
have  become  quite  inadequate  to  support  the  current  volume  of  warrantable 
research.  Governments  thus  began  to  move  into  the  field  of  medical  research 
through  its  financial  support,  which  is  now  by  far  the  largest  part  of  all  research 
support.  While  government  finances  the  research  endeavours,  members  of  the 
medical  profession  are  responsible  primarily  for  the  award  of  research  grants 
through  an  increasingly  formal  institutional  apparatus  for  reviewing  such  grants. 

It  can  be  argued  also  that  the  advances  of  medical  science  and  technology 
have  widened  the  information  gap  between  the  recipients  and  the  providers  of 
health  care  on  the  more  technical  aspects  of  health  care,  and  that  this  develop- 
ment in  turn  has  led  to  both  government  and  professional  bodies  to  extend  the 
regulatory  and  control  devices  that  exist  in  various  parts  of  the  health  sector. 
The  extension  of  licensing  and  certification  from  simpler  to  more  complex  forms 
and  from  the  senior  professions  to  large  numbers  of  junior  professions,  the  exten- 
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sion  of  the  use  of  accreditation  procedures  for  establishing  the  worthiness  of 
educational  programs  and  other  such  developments,  have  already  been  mentioned. 
There  is  no  doubt  that  the  extension  of  this  framework  represents  an  attempt  to 
assure  the  consumer  of  health  care  that  some  minimum  standard  of  care  will  be 
provided  by  health  practitioners  and  institutions.  It  would  have  been  extremely 
fortuitous  if  protection  of  the  economic  interests  of  some  groups  had  not  also 
played  some  part  in  such  developments. 

In  the  same  vein,  we  note  finally  that  the  combination  of  the  increasing 
potentialities  of  providing  health  care  along  with  its  increasing  cost,  and  the 
concomitant  enhancement  of  demand  for  health  services  that  follow  from  rising 
standards  of  living  have  led  governments  to  participate  in  the  provision  of  health 
care  to  the  extent  that  they  now  do.  As  per  capita  incomes  have  increased,  the 
demand  for  both  a  larger  quantity  and  a  better  quality  of  health  care  has  also 
increased  on  both  an  individual  and  collective  basis.  The  use  of  resources  for  the 
provision  of  health  care  at  approximately  6  per  cent  of  gross  provincial  product 
has  made  the  business  of  providing  health  care  one  of  the  larger  economic 
endeavours  of  the  economy.  Both  developments  have  led  to  attempts  to  make 
health  care  available  to  the  entire  population.  Consequently,  both  the  great 
increase  in  the  cost  of  the  provision  of  ever  better  health  services  and  the  attempt 
to  make  these  services  available  to  all  sectors  of  the  population  have  contributed 
to  the  increasing  role  of  the  government  in  the  financing  of  health  care. 

If  advances  in  medical  sciences  and  technology  are  to  be  utilized  to  their 
potential,  and  if  the  increasingly  large  amounts  of  manpower  and  other  resources 
used  to  provide  health  care  are  to  be  utilized  efficiently,  it  is  necessary  that  the 
whole  structure  of  the  health  care  system  be  sufficiently  adaptable  that  the 
improvements  following  from  increased  knowledge  are  adopted  reasonably  rapidly; 
it  is  also  necessary  that  the  adaptations  provide  efficiency  in  the  broad  sense.  How 
has  the  health  care  sector  performed  in  this  respect? 

The  evidence  suggests  that  members  of  the  senior  professions  who  do  much 
of  their  work  in  the  larger  hospitals  and  particularly  those  associated  with  medical 
schools,  or  who  are  in  other  settings  in  which  they  have  substantial  contact  with 
others  in  their  professions,  adapt  their  methods  of  diagnosis  and  treatment  quite 
rapidly  with  advances  of  knowledge.  It  is  less  certain  that  those  who  are  isolated, 
either  in  the  form  of  their  practices  or  in  the  communities  in  which  they  live,  have 
made  adaptations  as  rapidly.  On  the  whole,  however,  there  do  not  appear  to  be 
greater  obstacles  to,  or  lags  in,  adaptations  to  new  modes  of  treatment  within 
individual  health  professions,  than  are  encountered  in  a  great  many  other  occupa- 
tions and  professions.  The  difference,  if  there  is  any,  is  that  it  is  more  important 
to  keep  abreast  of  recent  developments  in  the  health  professions  than  in 
some  others. 

Further,  it  must  be  noted  that  substantial  adaptations  have  taken  place,  with 
the  growth  of  specialties   in   the   senior  professions,   with   the   creation  of  new 
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disciplines  and  the  training  of  new  types  of  personnel  to  perform  new  procedures 
at  the  junior  levels  and  with  some  devolvement  of  tasks  from  senior  to  junior 
professions.  These  adaptations  are  illustrated  by  the  changes  that  have  taken 
place  in  the  mode  of  operation  of  hospitals.  Responsibility  for  the  patient  remains, 
as  it  has  been  in  the  past,  partly  with  the  attending  doctor  who  is  usually  in 
private  practice  or  attached  to  a  medical  school,  but  it  is  shared  by  the  hospital. 
The  attending  doctor  is  supported  now  by  a  much  wider  range  of  services  than 
were  available  in  earlier  years.  An  increasingly  important  part  is  being  played  in 
hospitals  by  the  house  medical  staff.  In  1968  the  total  number  of  full-time  medical 
staff  in  the  hospitals  of  Ontario  was  well  over  20  per  cent  of  all  the  active  medical 
doctors  of  the  province.  The  greater  number  among  these  were  residents  and 
internes  who,  in  1968,  comprised  approximately  15  per  cent  of  all  physicians  in 
Ontario  (though,  of  course,  the  internes  were  not  yet  fully  licensed  practitioners). 
Their  numbers  had  increased  by  approximately  one-half  since  1961,  continuing 
a  trend  of  longer  standing.4  The  number  in  the  nursing  service  per  patient  has 
expanded  significantly  from  prewar  years.  Nursing  assistants  have  become  a 
significant  part  of  the  nursing  service  and  there  has  been  delegation  of  some 
duties  to  nurses  beyond  those  carried  out  in  prewar  years.  More  significantly 
there  has  developed  a  rapidly  expanding  group  of  supporting  technical  personnel. 
This  personnel  includes,  as  its  two  largest  groups,  a  large  number  of  laboratory 
technicians,  most  of  whom  have  no  direct  contact  with  patients,  and  a  smaller 
but  nevertheless  substantial  and  rapidly  growing  number  of  radiological  tech- 
nicians, whose  contact  with  patients  is  largely  one  of  performing  technical 
routines.  These  personnel  perform  a  very  large  volume  of  routine  delegated  tasks. 
Part  of  these  tasks  was  performed  by  more  highly  trained  personnel  before  these 
technicians  were  available  in  any  number;  but  the  largest  part  has  been  created 
by  new  technology.  There  are,  in  addition,  a  still  smaller,  though  rapidly  growing, 
group  of  other  paramedical  personnel,  such  as  physiotherapists,  occupational 
therapists  and  social  workers,  who  work  in  specialties  of  patient  treatment  on 
prescription  by  medical  practitioners.  The  result  has  been  that  hospitals  have 
become  very  complex  places  with  much  interdependence  among  the  parts.  At  the 
same  time  there  has  been  relatively  little  change  in  the  major  assignment  of 
responsibilities  for  patient  care  between  the  medical  and  other  staff. 

While  the  introduction  of  new  medical  knowledge  and  technology  resulting 
from  the  efforts  of  medical  science  have  been  introduced  fairly  quickly  in  the 
provision  of  personal  care  with  enormous  benefit  to  the  recipients  of  health  care 
services,  it  must  be  said  that  adaptation  of  the  whole  system  to  achieve  greater 
efficiency  appears  to  have  been  rather  slow.  Although  the  case  is  not  clear,  there 
is  much  opinion,  both  professional  and  lay,  that  there  has  not  been  that  adaptation 
of  roles  between  the  senior  professions  and  other  disciplines,  the  members  of 
which  have  or  could  become  increasingly  well  qualified  to  perform  some  of  the 
tasks  now  performed  by  the  senior  professions,  that  would  permit  considerable 


4See  Tables  6.9  and  6.53,  Chapter  6. 
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reduction  in  cost  and  that  is  feasible  without  there  being  loss  in  quality  of  care. 
We  note  also  that  there  is  concern  about  the  rising  cost  of  hospital  care  and 
query  about  whether  some  services  provided  by  hospitals  could  not  equally  well 
be  made  available  by  other  means  at  less  real  cost.  It  is  clear,  too,  that  the  forms 
of  practice  of  the  medical  profession  itself  have  been  slow  to  adapt  to  changing 
circumstances:  the  concern  about  the  future  of  the  general  practitioner,  the 
uncertainty  about  the  role  of  group  or  other  combined  forms  of  practice,  and 
the  questioning  of  the  form  of  medical  education  itself  illustrate  the  problem. 

Not  all  the  problems  of  adaptation  arise  from  changing  knowledge  and  tech- 
nology. Some  derive  from  the  great  and  relatively  rapid  expansion  of  the  whole 
health  care  sector  in  response  to  the  individual  and  collective  demand  of  the 
general  public.  But  whatever  the  cause,  the  old  structure  has  many  shortcomings 
in  the  newer  circumstances  and  there  does  not  seem  to  be  an  easy  transition  to 
a  new  structure. 

The  Supply  of  Manpower  and  Health  Care  Facilities 
and  the  Concept  of  Shortage 

We  come  now  to  consider  briefly  the  determinants  of  the  kinds  and  quantities  of 
inputs  of  health  care  resources,  of  manpower  and  of  capital  facilities  such  as  hos- 
pital and  other  physical  structures,  and  the  necessary  expensive  and  sophisticated 
equipment. 

As  noted  earlier,  in  the  private  economy  these  are  determined  largely  by  the 
economic  forces  of  the  market.  Employers  hire  people,  from  the  unskilled  to  the 
most  highly  skilled,  on  the  basis  of  the  wage  or  salary  that  must  be  paid  them, 
compared  to  the  contribution  that  they  can  make  to  the  production  of  products 
which  are  sold  to  consumers.  People  are  employed  only  to  the  extent  that  the 
products  they  produce  can  be  sold  to  the  consumers  at  prices  to  cover  costs  of 
production.  Individuals  take  employment  on  the  basis  of  the  wage  or  salary  and 
other  benefits  they  receive  from  these  employments.  In  the  general  picture,  prices 
are  established  on  the  different  productive  services  provided  by  the  country's 
manpower,  these  prices  taking  the  form  of  wages,  salaries,  or  fees  for  service 
provided.  These  wages,  salaries  or  fees  lead  people  into  pursuits  where  they 
produce  goods  that  consumers  want.  The  prices  set  on  these  services  —  that  is, 
the  wage  rates,  the  salaries,  the  fees  —  act  as  the  rationing  devices  that  bring  the 
numbers  that  employers  wish  to  employ  into  balance  with  the  numbers  seeking 
employment.  If,  for  some  reason,  the  numbers  of  particular  types  of  persons 
that  employers  wish  to  employ  should  exceed  the  numbers  seeking  employment 
at  the  going  wage  rates,  wage  rates  for  that  particular  employment  will  rise  (as 
will  have  the  prices  of  products  produced  by  these  types  of  personnel).  These 
higher  wage  rates  will  lead  to  more  persons  entering  these  employments,  which 
will  restore  wages  and  product  prices  towards  the  former  level  where  there  was 
a  balance. 
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How  much  the  particular  increase  in  demand  for  the  members  of  an  occupa- 
tion impinges  on  a  particular  industry  depends  on  the  degree  to  which  people  in 
the  occupation  concerned  are  employed  by  one  or  several  sectors  of  the  economy. 
If  they  are  employed  by  several  sectors  of  the  economy,  one  particular  sector 
may  obtain  additional  quantities  of  manpower  from  the  other  sources  without  it 
being  necessary  that  prices  be  raised  substantially.  If  the  manpower  resource  in 
particular  demand  is  specific  to  one  sector,  it  is  much  more  likely  that  an  increase 
in  the  requirement  for  that  type  of  manpower  will  lead  to  a  substantial  increase 
in  wage. 

The  same  considerations  apply  to  capital  goods.  In  the  private  economy, 
capital  goods  are  purchased  and  used  on  the  basis  of  whether  their  contribution 
to  production  will  be  sufficient  to  cover  the  costs  of  the  capital  goods  employed. 
If  the  demand  for  particular  types  of  capital  goods  increases,  the  prices  of  these 
capital  goods  rise  and  more  capital  goods  of  the  needed  kind  are  produced.  Again 
the  impact  of  the  increased  demand  for  capital  goods  of  a  particular  kind  in  a 
particular  sector  of  the  economy  depends  on  the  extent  to  which  the  capital  goods 
are  specific  to  use  in  that  sector.  If  they  are  used  in  many  sectors  —  as,  for 
example,  are  general  office  buildings  —  it  may  be  possible  that  in  the  short  run 
capital  goods  are  attracted  from  other  sectors,  and  the  impact  of  the  increase  in 
demand  is  spread  over  many  sectors  without  affecting  any  one  of  them  markedly. 
If,  on  the  other  hand,  the  capital  goods  are  specific  to  a  particular  sector,  the 
increase  in  demand  is  apt  to  increase  substantially  the  prices  of  the  capital  goods 
in  that  sector. 

Now  a  matter  of  significance  is  the  time  taken  for  these  kinds  of  adjustments 
to  be  made.  The  adjustment  time  depends  in  part  on  how  specialized  the  inputs 
are.  If  the  labour  required  is  unskilled,  additional  labour  may  be  obtained  fairly 
readily  by  it  being  attracted  from  the  production  of  other  products.  The  same  is 
true  of  semi-skilled  or  skilled  labour  that  is  employed  in  many  sectors  of  pro- 
ductive activities.  If  the  labour  is  highly  skilled  and  highly  specialized,  its  price 
may  rise  substantially  in  the  short  run.  How  long  it  will  take  for  the  numbers 
to  be  increased  will  depend  on  a  number  of  factors.  First,  if  the  necessary  skills 
can  be  provided  in  a  short  training  period,  the  numbers  of  workers  can  be 
increased  fairly  rapidly  and  it  should  not  take  long  for  balance  to  be  restored. 
If  the  training  or  educational  periods  are  long,  the  increased  numbers  may  not  be 
available  for  many  years.  Second,  it  depends  upon  the  way  in  which  the  skills 
are  given  to  people,  and  the  need  for  the  skills  to  conform  to  a  highly  uniform 
mould.  If  the  labour  is  semi-skilled,  if  there  is  some  possibility  of  variation  in 
the  nature  of  the  training  given,  and  if  the  training  is  done  on  the  job,  the  response 
in  the  numbers  being  made  available  can  be  quite  rapid.  For  example,  such  took 
place  in  the  shipyards  in  wartime:  large  numbers  of  workers  were  trained  on  the 
job,  and  it  was  not  necessary  for  the  same  training  to  be  given  to  all  the  workers. 
The  response  in  this  case  takes  place  largely  through  the  market  mechanism. 
If,  on  the  other  hand,  highly  trained  professionals  are  involved,  these  must  come 
through  the  educational  system.  Action  must  then  be  taken  by  the  educational 
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authorities  largely  in  the  public  sector.  The  ordinary  market  forces  most  likely 
will  not  play  much  part  in  this  case,  except  in  attracting  recruits  to  the  pro- 
fession. In  such  cases  the  period  to  produce  additional  personnel  may  be  very 
long.  For  example,  in  the  case  of  professional  people  who  require  elaborate 
facilities  for  their  training,  whose  training  period  is  long,  and  for  whom  the 
standard  of  training  is  rather  precisely  specified,  a  very  long  time  may  be 
involved.  It  should  be  emphasized  that  this  kind  of  training  usually  is  provided 
in  the  non-market  sector  of  the  economy. 

The  same  features  characterize  the  speed  with  which  capital  goods  may  be 
made  available  to  particular  industries.  If  the  capital  goods  required  are  not 
highly  specific,  and  if  they  can  be  produced  fairly  rapidly,  inputs  into  a  particular 
sector  can  be  increased  quite  quickly.  If,  on  the  other  hand,  the  capital  goods 
are  specific  so  that  they  may  not  be  obtained  from  other  sectors,  and  if  they  have 
a  long  gestation  period,  it  may  take  years  before  new  capital  goods  are  available. 
In  the  meantime,  if  the  capital  goods  themselves  are  used  for  production  in  the 
private  sector,  the  prices  of  the  products  produced  by  the  capital  goods  will  remain 
high.  In  the  private  sector  the  production  of  capital  goods  is  in  response  to 
market  forces.  For  the  provision  of  capital  goods  which  have  a  long  gestation 
period,  the  businesses  concerned  with  providing  them  must  look  many  years 
ahead,  and  this  in  fact  does  take  place.  In  the  public  sector,  the  response  to  a 
need  for  new  capital  goods  does  not  come  about  through  market  forces.  The 
provision  of  capital  goods,  particularly  where  it  takes  a  long  time  to  produce 
them,  does  involve  looking  ahead,  just  as  in  the  private  sector,  unless  there  are 
to  be  serious  dislocations  before  the  new  goods  are  made  available.  The  produc- 
tion of  schools,  highways  and  hospitals  illustrate  the  kinds  of  capital  goods  pro- 
vided in  the  public  sector.  Obviously  they  are  not  so  much  influenced  by  the 
market  or  price  system  as  are  capital  goods  in  the  private  sector. 

If  we  turn  now  to  the  health  occupations,  we  find  that  the  more  highly  skilled 
manpower,  such  as  physicians,  dentists,  pharmacists,  and  nurses,  are  highly  specific 
to  the  health  sector.  Additional  manpower  with  the  requisite  training  is  not  avail- 
able to  be  attracted  from  without  the  health  sector.  In  addition,  the  training 
requirements  for  physicians  and  dentists  in  particular,  but  also  for  some  of  the 
other  health  professions,  tend  to  be  very  precisely  and  rather  rigidly  laid  down. 
In  these  circumstances,  there  is  a  limited  alternative  of  increasing  the  supply  more 
rapidly  than  otherwise  by  producing  lesser  trained  or  differently  trained  personnel. 
The  training  of  physicians  and  dentists  especially  takes  a  long  period.  If  larger 
numbers  of  personnel  than  hitherto  are  to  be  trained,  the  first  requirement  may 
be  the  provision  of  new  capital  facilities.  By  the  time  that  such  capital  facilities 
as  medical  schools  or  hospitals  or  dental  schools  are  built,  there  is  then  to  be 
added  the  period  of  training  for  the  new  personnel.  The  consequence  is  that  from 
the  time  the  decision  to  train  additional  personnel  is  taken  until  the  first  graduates 
are  made  available,  ten  to  fifteen  years  or  more  may  have  elapsed.  The  less 
skilled  personnel  can  be  trained  more  rapidly.  There  is  also  more  possibility  of 
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substitution  in  their  case.  An  example  of  the  latter  is  provided  by  the  training 
of  nursing  assistants  to  do  some  of  the  things  that  nurses  might  otherwise 
have  done. 

In  the  above  contexts,  the  concept  of  a  shortage  of  manpower  or  capital 
goods  has  a  different  meaning  depending  on  whether  it  occurs  in  a  predominantly 
market-oriented  sector,  or  in  one  in  which  government  action  and  the  role  of 
institutions  such  as  hospital  insurance,  medicare,  and  the  professional  licensing 
and  regulatory  bodies  are  involved.  If  the  "shortage"  occurs  in  a  predominantly 
market-oriented  sector,  it  is  reflected  first  in  a  rise  in  wages  of  the  occupation  in 
short  supply.  A  rise  in  product  prices  may  accompany  or  have  preceded  the  rise 
in  wages.  The  higher  product  prices  ration  the  commodities  among  consumers. 
The  shortage,  or  scarcity,  of  manpower  is  reflected  in  "high"  product  prices.  As 
the  numbers  in  the  occupation  increase,  the  prices  of  both  the  labour  input  and 
of  the  products  they  produce  return  towards  normal. 

A  shortage  in  a  sector  that  is  not  predominantly  market-oriented  is  reflected 
differently.  In  the  first  place,  the  product  may  not  be  bought  by  individual  con- 
sumers on  a  basis  in  which  price  is  a  primary  rationing  force;  some  other  rationing 
device  than  prices  must  be  in  effect.  As  noted  earlier,  the  provision  of  hospital 
services  and  insured  medical  services  is  not  undertaken  in  a  setting  in  which 
individual  consumers  buy  these  services  and  make  their  choices  on  the  basis  of 
prices  that  are  set  to  cover  the  costs  of  producing  the  service.  If,  in  this  case, 
the  demand  for  the  services  of  the  members  of  a  particular  occupation  rises,  the 
increase  in  demand  may  not  be  reflected  in  increased  prices  of  the  services  of 
these  occupations  in  the  short  run,  although  it  is  apt  to  be  in  the  long  run.  In 
any  event,  in  this  situation  price  does  not  play  a  rationing  part.  People  who  wish 
the  services  may  have  to  wait  for  them.  Or  eventually  they  may  go  without  the 
service,  particularly  if  the  need  for  it  has  passed  by  the  time  it  is  possible 
for  them  to  obtain  it.  A  different  rationing  process  than  in  the  market-oriented 
economy  takes  place. 

The  same  factors  apply  to  scarce  capital  facilities  such  as  hospitals.  Because  of 
the  way  in  which  hospitals  are  financed  and  operated,  hospital  services  are  not 
priced  more  highly  if  they  happen  to  become  relatively  more  scarce  than  before 
compared  to  the  wishes  of  people  to  use  them.  A  rationing  process  in  the  use  of 
the  hospital  other  than  the  price  system  is  used,  and  the  decisions  to  increase  the 
hospital  facilities  are  made  in  response  to  other  conditions  than  a  rise  in  the  prices 
of  the  hospital  services  themselves. 

What  then  do  we  mean  if  we  say  that  there  is  a  shortage  of  a  particular  kind 
of  health  professional?  In  a  major  part  of  the  health  field  at  present,  the  demand 
for  the  services  of  such  a  professional  may  have  been  created  on  a  basis  of  public 
choice  through  governments,  reflecting  the  collective  wishes  of  the  members  of  a 
community.  There  may  not  be  enough  personnel  to  provide  the  services  that  this 
public  choice  has  decided  are  required  for  ministering  to  the  health  of  the  general 
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public.  Even  if  the  prices  (or  costs)  of  these  services  rise  —  and  they  well  may 
not  rise,  or  rise  only  moderately  if  institutional  or  government  forces  strongly 
affect  prices  —  prices  may  not  have  much  effect  on  the  quantity  of  services 
demanded  if  the  demand  comes  from  the  public  sector,  either  directly  or  through 
publicly  administered  insurance.  In  this  case,  the  people  who  wish  and  are  entitled 
to  the  services,  under  the  provisions  that  established  their  eligibility  for  the 
services,  may  find  that  they  do  not  have  access  to  a  member  of  the  profession, 
or  perhaps  the  hospital  facility,  providing  the  service.  In  other  cases,  even  if  con- 
sumers directly  pay  the  full  price  for  a  service  provided,  prices  may  not  perform 
a  rationing  function  if  these  prices  are  strongly  influenced  by  institutional  or 
government  action.  In  all  these  cases,  the  decision  may  be  made  by  public 
authorities  either  to  increase  the  numbers  of  the  particular  kind  of  personnel 
trained,  or  to  use  some  other  system  of  rationing  than  that  of  price.  In  any  event, 
whether  a  shortage  in  fact  exists  depends  upon  public  choice.  A  shortage  exists 
if  once  the  public  choice  of  the  desired  level  of  services  is  made,  the  existing  man- 
power and  facilities  are  insufficient  to  provide  the  chosen  level  of  services. 

The  same  factors  are  relevant  to  a  shortage  of  hospital  facilities  or  other 
capital  facilities.  Hospital  facilities  are  in  short  supply  if  they  are  not  large 
enough  to  provide  the  services  that  a  conscious  public  choice  has  been  decided 
should  be  provided,  under  the  institutional  conditions  that  exist  at  the  time. 

Coordination  and  the  Efficiency  of  Resource  Allocation 
in  the  Health  Sector 

What  are  the  consequences  of  the  foregoing  for  the  efficiency  with  which  the 
health  sector  is  organized?  How  efficiently  are  the  choices  of  the  health  services 
to  be  provided  made,  how  efficiently  are  the  inputs  of  labour,  capital  goods  and 
intermediate  products  allocated  within  the  sector?  Are  the  choices  of  technology 
and  the  assignment  of  functions  those  that  promote  efficiency?  We  have  seen 
that  the  nature  of  the  health  sector  is  such  that  a  part  of  its  economic  structure 
is  determined  by  the  price  system  and  the  use  of  prices  as  guides  to  action;  a 
part  of  it  is  determined  by  the  decisions  of  a  number  of  licensing  and  regulatory 
bodies  and  accrediting  bodies,  and  by  the  actions  of  voluntary  associations  and 
non-profit  or  charitable  lay  and  religious  institutions;  and  a  part  of  it  is  determined 
by  the  decisions  of  a  considerable  number  of  government  bodies  that  may  work, 
in  some  degree,  independently  one  of  the  other.  The  consequence  has  been  that 
on  the  one  hand  all  decision-making  has  not  been  as  widely  dispersed  (nor  could 
it  be)  as  it  has  been  in  the  private  sector  with  markets  acting  as  the  coordinating 
feature  of  the  system;  on  the  other  hand,  the  centralized  type  of  decision-making 
has  been  dispersed  among  a  number  of  private  or  quasi-private  regulatory  bodies 
or  voluntary  institutions,  and  among  various  government  departments  and  units 
without  coordination  from  one  central  decision-maker.  Accordingly  the  health  care 
sector  has  been  coordinated  neither  by  an  all-pervasive  market  system  or  similar 
non-directed  coordinating  mechanism,  nor  by  the  conscious  coordination  of  the 
forces  determining  the  shape  of  the  health  economy  by  one   central  decision- 
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maker.  What  coordination  there  has  been  between  and  among  the  play  of  market 
forces  and  of  the  actions  of  the  centralized  decision-makers  —  the  regulatory 
bodies,  the  voluntary  agencies  and  the  governments  and  government  depart- 
ments —  has  come  from  informal  discussion  and  contact;  from  a  more  formal 
committee  structure,  both  private  and  public;  from  overview  of  a  considerable 
part  of  the  health  sector  by  departments  of  health;  and  from  periodic  more  com- 
prehensive reviews  of  the  health  sector  by  governing  bodies.  It  would  not  be  true 
to  say  that  there  has  not  been  a  coordinating  structure,  but  it  has  been  a  very 
loose  one. 

This  arrangement  has  been  such  partly  because  certain  kinds  of  judgments 
can  be  made  only  by  professionals;  partly  on  account  of  the  nature  of  the  role 
of  traditional  non-regulatory  but  important  private  institutions;  and  partly  because, 
owing  to  the  nature  of  the  health  care  sector  itself,  various  agencies  of  govern- 
ment have  an  interest  in,  and  responsibility  for,  different  parts  of  the  health 
sector.  In  the  latter  vein  at  the  departmental  level  of  the  provincial  government, 
the  Departments  of  Health,  of  Education,  and  of  University  Affairs,  all  have 
interests  in  different  parts  of  the  health  sector.  (We  should  note  that  now  there 
exists  the  coordinating  machinery  at  the  provincial  level  of  the  Senior  Coordinating 
Committee  of  the  deputy-ministers  or  chairmen  of  departments  or  commissions, 
with  substantive  interest  in  health  matters,  and  of  the  Ontario  Council  of  Health 
which  is  itself,  however,  an  advisory  body.) 

The  consequences  of  this  structure  for  the  efficiency  with  which  the  health 
sector  performs  its  economic  function  are  not  clear,  and  it  would  be  foolish  to 
make  a  sweeping  statement  about  how  efficiently  the  health  industry  is  organized. 
But  some  coordinating  mechanism  is  required  when  the  aecision-making  is  dis- 
persed. There  is  a  presumption  that  there  is  a  need  for  some  greater  coordinating 
element  in  the  health  care  sector  than  there  has  been  in  the  past,  in  the  interests 
of  obtaining  as  high  a  degree  of  efficiency  of  resource  allocation  as  possible, 
given  the  nature  of  the  health  care  sector  itself. 

The  possibility  of  obtaining  greater  efficiency  through  better  coordination 
appears  to  be  substantial,  although  the  problem  of  obtaining  such  coordination 
is  not  an  easy  one  to  solve.  The  use  of  a  price  and  market  system  is  not  the  only 
means  of  obtaining  coordination  for  efficiency.  Aside  from  the  matter  of  choice 
at  the  most  general  level  of  the  health  care  services  that  are  to  be  provided  for 
the  general  public,  which  is  not  a  matter  of  technical  efficiency,  there  are  pro- 
gramming and  other  organizational  techniques  for  the  direction  of  large-scale 
operations  in  ways  that  promote  the  achievement  of  efficiency.  The  use  of  these 
techniques,  even  with  their  shortcomings,  requires  central  purview  by  some  central 
decision-maker  cum  counsellor  to  other  decision-makers.  The  presence  of  some 
one  coordinating  body  that  is  responsible  for  seeing  that  the  mixture  of  dis- 
persed non-market  oriented  independent  decision-making  and  of  market-oriented 
behaviour  leads  to  consistent  actions,  and  for  taking  an  overall  view  of  the  health 
sector,  can  go  a  considerable  way  to  assure  the  achievement  of  technical  efficiency. 
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These  programming  and  other  organizational  techniques  are  not  perfect,  and 
substantial  elements  of  judgment  are  involved  even  in  making  choices  at  the 
relatively  technical  level.  But  the  problems  that  arise  from  deliberate  and  conscious 
coordination  by  some  central  decision-making  unit  are  not  limited  to  health,  nor 
are  they  limited  to  government  operations.  They  are  present  in  any  large  operation 
in  which  a  price  or  market  system  is  not  the  device  that  provides  coordination 
among  the  parts.  There  are  the  problems  of  bureaucracy,  and  there  are  the 
problems  associated  with  the  working  of  the  non-political  human  institutional 
forces  in  both  the  private  sector  and  the  public  sector,  as  well  as  those  associated 
with  the  working  of  democratic  political  institutions.  But  these  are  not  unique  to 
the  health  sector.  The  development  of  some  coordinating  device  —  and  it  is  hard 
to  see  how  it  can  be  other  than  an  overall  purview  by  some  central  decision- 
maker —  is  necessary  to  ensure  technical  efficiency.  Given  appropriate  safeguards 
and  good  judgment  on  the  part  of  the  central  purviewing  body  it  can  undoubtedly 
contribute  substantially  to  obtaining  efficiency. 

There  is  a  much  more  difficult  problem  in  the  health  sector.  It  arises  from 
the  fact  that  members  of  the  general  public  and  of  governments  have  limited 
ability  to  judge  the  efficacy  of  the  technical  health  care  services  that  provide 
health  care  itself.  The  problem  arises  from  the  fact  that  the  product  of  the  health 
sector,  health  care  itself,  is  a  nebulous  thing.  As  noted  earlier,  it  has  been 
necessary  to  rely  heavily  on  the  judgment  of  the  members  of  the  senior  health 
professions  about  the  efficacy  of  the  health  care  services  in  providing  the  con- 
sumer product,  health  care.  As  with  most  commodities,  health  care  services  and 
health  care  have  dimensions  of  both  quantity  and  quality  though  the  two  are 
interrelated.  The  judgments  of  the  members  of  the  health  professions  about  the 
efficacy  of  health  care  services  in  providing  health  itself,  and  about  their  quality, 
must  be  substantially  subjective. 

In  the  case  of  other  products  that  are  provided  through  the  market  structure, 
where  the  consumer  is  the  judge  of  the  product  he  is  obtaining,  for  better  or  for 
worse,  products  are  being  put  continually  to  the  test  of  choice  by  the  individual 
consumer.  He  is  the  judge  of  how  the  consumption  contributes  to  his  welfare 
and  he  makes  the  decisions  about  which  product  quality,  relative  to  the  product 
price,  yields  him  the  most  benefit.  In  these  circumstances,  producers  are  con- 
tinuously trying  new  productive  techniques  that  lower  costs  in  producing  products 
(not  to  mention  new  products  themselves).  These  techniques  may  involve  the  use 
of  different  kinds  of  capital  inputs,  such  as  machinery,  and  the  use  of  labour 
inputs  of  different  skills  than  were  used  hitherto.  If  they  are  successful,  the  con- 
sumer accepts  the  product  which  he  judges  to  be  more  beneficial  to  him  at  the 
prices  that  must  be  paid  for  them  than  are  alternative  products  at  the  prices 
charged  for  them.  The  consumer  does  not  care  how  the  product  is  produced,  it  is 
the  product  itself  in  which  he  is  interested.  These  products  that  are  produced  in 
new  ways  may  be  (though  not  necessarily)  at  first  of  lesser  quality  than  those 
produced  in  old  ways,  but  the  lowness  of  price  may  more  than  compensate  for 
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lower  quality.  As  the  new  production  techniques  are  improved,  the  product  may 
improve  and  become  of  better  quality  than  those  produced  by  the  old  processes, 
and  siill  may  be  sold  at  lower  prices.  In  this  case  there  is  a  continuous  objective 
testing  of  products.  The  test  is  whether  the  consumer  will  buy  them  at  the  prices 
at  which  they  sell  in  the  market.  This  set  of  conditions  leads  to  a  continuous 
search  for  new  and  better  (more  efficient)  ways  of  producing  things. 

Such  testing  of  the  product,  health  care,  which  is  produced  in  the  health 
sector  is  not  possible  owing  to  the  limitations  of  the  consumer's  knowledge, 
beforehand,  about  what  health  care  service  is  the  most  suitable  for  him  and,  in 
many  cases,  lack  of  knowledge  even  after  he  has  received  treatment  of  what  it 
has  done  for  him.  And  health  is  of  such  a  nature  that  the  dangers  of  untested 
health  care  services  being  on  the  market  are  too  great  to  permit  the  ordinary 
market  techniques  to  be  used.  It  is  largely  for  this  reason  that  professional  bodies 
have  been  assigned  the  responsibility  of  assuring  the  members  of  the  public  at 
large  of  the  quality  of  the  product  that  is  being  produced.  Such  an  arrangement 
is  not  a  new  one  of  course  that  was  improvised  for  the  case  of  medical  services; 
on  the  contrary,  it  is  very  old.  The  same  provisions  were  made  in  a  very  wide- 
spread fashion  in  the  Middle  Ages  in  the  case  of  the  guilds. 

The  problems  that  arise  from  this  arrangement  are  two-fold.  First,  those 
assigned  the  responsibility  for  maintaining  product  quality  feel  that  there  must 
be  a  set  of  regulations  and  rules,  to  be  adhered  to  rather  inflexibly,  that  determine 
the  qualifications  of  those  admitted  to  various  professions  or  occupations  and 
limit  the  functions  of  those  in  particular  occupations  to  certain  acts  or  procedures. 
It  will  be  admitted  by  members  of  senior  professions  that  exceptional  individuals 
in  one  occupation  or  profession  may  have  abilities  or  skills  that  would  permit 
them  to  do  at  least  some  of  the  things  that  are  restricted  to  the  members  of  the 
more  senior  occupations  as  well  as,  or  even  better  than,  many  of  the  members 
of  the  senior  occupations  themselves.  But  with  the  numbers  of  people  involved 
in  the  health  occupations  and  professions,  with  the  statutory  provisions  of  the 
legislation,  with  the  legal  liability  that  is  placed  on  individuals,  hospitals  and 
other  institutional  bodies,  and  with  the  desire  of  licensing  bodies  to  discharge 
acceptably  the  obligations  placed  on  them  to  maintain  quality,  the  most  assured 
way  of  being  safe  is  by  application  of  rather  rigid  rules  and  regulations  without 
discretionary  exception,  except  possibly  in  minor  matters,  either  on  the  part  of 
the  regulatory  or  licensing  bodies  themselves  or  on  the  part  of  the  individual 
members  of  the  senior  professions  in  judging  what  functions  might  be  carried  out 
by  members  of  junior  professions. 

This  kind  of  situation,  understandable  as  it  may  be,  tends  to  limit  the  possi- 
bilities of  innovation,  of  trying  new  and  less  costly  ways  of  doing  things  such 
as,  for  example,  modifying  the  assignment  of  functions  among  various  types  of 
health  occupations  or  professions  with  perhaps  some  moderate  variation  of  train- 
ing of  those  who  are  assigned  new  and  more  exacting  tasks.  It  may  make  difficult 
the  adaptation  of  institutional  facilities  to  other  modes  of  use.  The  problem  then 
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is  to  find  techniques  that  permit  innovation  and  at  the  same  time  assure  that  the 
general  public  will  not  be  harmed  by  being  treated  in  inferior  ways.  We  shall 
say  more  on  this  matter  shortly. 

A  second  problem,  which  we  only  note,  is  that  it  may  be  difficult  for  pro- 
fessional bodies  as  guardians  of  the  public  interest  to  separate  this  function  from 
their  interest  in  the  well-being  of  the  members  of  the  profession  itself.  There  is 
an  undoubted  potential  for  a  conflict  of  interest.  Apart  from  conflicts  of  interest 
of  which  members  of  the  profession  may  be  aware,  there  may  be  those  of  which 
they  are  unaware.  It  may  be  dilhcult  to  separate  one's  judgment  of  the  public 
interest  from  one's  judgment  of  the  well-being  of  a  profession  itself.  We  take  it, 
however,  that  this  latter  difficulty  can  be  managed,  although  not  easily,  at  least 
acceptably.  It  should  be  added  that  professional  associations  give  ample  evidence 
of  being  aware  of  this  conflict  of  interest  as  far  as  individual  members  of  the 
professions  are  concerned.  The  limitations  placed  upon  what  may  be  done  by 
medical  professionals  in  hospitals  and  the  continuing  review  by  various  com- 
mittees in  the  hospitals  of  an  individual  physician's  work  by  his  peers  are  designed 
partly  to  maintain  standards  of  performance  and  partly  to  prevent  a  member  of 
the  profession  from  allowing  his  economic  interests  to  interfere  with  his  standard 
of  practice. 

How,  then,  may  ways  be  found  of  permitting  innovation  and.  at  the  same 
time,  assuring  that  the  general  public  will  not  be  harmed?  Before  proceeding  we 
should  like  to  make  one  thing  clear.  As  we  have  noted  before,  we  are  fully  aware 
that  the  senior  professions  —  and  let  us  deal  with  the  medical  profession  as  our 
example  —  are  not  averse  to  innovation  as  far  as  treatment  provided  by  the 
members  of  their  own  profession  is  concerned.  Indeed,  matters  are  quite  the 
contrary.  One  reads  continually  of  the  "explosion"  of  medical  knowledge.  The 
members  of  the  medical  profession  are  continuously  and  very  extensively  engaged 
in  trying  to  find  new  and  better  ways  of  providing  better  medical  care.  Very 
elaborate  procedures  for  review  of  experimentation  that  involves  patients  directly 
have  been  evolved,  to  prevent  such  experiments  leading  to  harm  to  patients. 
This  experimentation,  however,  has  been  predominantly  on  a  scientific  and  tech- 
nical level.  There  has  been  some  experimentation  with  regard  to  modes  of  general 
delivery  of  health  care,  but  this  experimentation  has  tended  to  be  rather  limited 
and  in  many  cases  not  very  conclusive.  The  former  type  of  experimentation  has 
yielded  enormous  benefits  thus  far;  the  latter  has  borne  rather  meagre  fruit. 

What  is  needed  is  experimentation  in  modes  of  providing  general  health  care 
to  the  public  through  pilot  projects  with  the  energy  and  imagination  that  has  been 
applied  to  the  scientific  and  clinical  aspects  of  medical  care.  That  techniques  can 
be  found  for  assuring  the  safety  of  patients  under  such  pilot  projects  can  raise 
little  doubt.  The  techniques  already  developed  for  scientific  and  clinical  research 
can  surely  be  applied  to  research  in  the  modes  of  provision  of  health  care  to  the 
public.  Innovation  in  such  projects  should  have,  if  necessary,  authorization  at  the 
highest  level.   If  there   is   to  be   innovation   and   some  change   in   assignment   of 
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functions,  it  is  necessary  that  professional  licensing  and  disciplining  bodies, 
public  hospitals  or  individual  members  of  the  professions  should  not  leave  them- 
selves open  to  charges  of  dereliction  of  duty,  or  even  to  legal  prosecution  because 
they  have  not  adhered  to  the  letters  of  the  statute  or  of  regulations  and  orders 
laid  down  under  provisions  made  by  statute. 

The  results  of  such  pilot  projects  require  careful  evaluation.  We  have  noted 
that  the  test  of  choice  on  the  part  of  members  of  the  general  public  in  response 
to  prices  placed  on  health  care  services  is  not  possible.  A  suitable  and  powerful 
alternative  must  be  found.  Such  evaluation  must  involve  the  judgments  of  the 
members  of  the  health  professions,  and  particularly  the  senior  health  professions, 
in  important  ways.  But  it  is  to  be  hoped  that  also  there  might  be  some  evaluation 
on  the  part  of  the  patients  treated  under  the  pilot  projects  and  of  others  —  that 
is,  by  the  consumers  of  the  health  care  and  the  public  themselves.  While  we  have 
dwelt  on  the  nature  of  the  information  gap  between  the  providers  of  health  care 
and  those  who  receive  it,  we  should  note  a  counter  force.  Although  the  members 
of  the  public  must  rely  on  the  advice  of  those  in  the  health  professions,  they  are 
becoming  increasingly  sophisticated  in  their  views  about  what  they  want  and 
perhaps  in  their  judgments  about  what  they  are  getting.  Their  involvement  in 
evaluating  new  modes  of  providing  health  care  could  be  most  valuable.  That  the 
evaluation  be  made  as  systematically,  comprehensively,  and  objectively  as  possible 
is  most  important. 

But  the  use  of  pilot  projects  and  evaluating  techniques  by  themselves  is  not 
enough.  It  is  essential,  of  course,  if  the  pilot  projects  have  success  that  the  neces- 
sary steps  be  taken  with  all  dispatch  on  the  part  of  public  authorities  and  others 
concerned  to  promote  the  introduction  and  use  of  the  better  and  more  efficient 
procedures  of  the  pilot  project  on  a  wide  scale. 

Some  Implications  for  Policy 

We  have  drawn  four  main  inferences  of  a  general  nature  about  means  to  increase 
the  adaptability  of  the  health  care  system  in  order  to  improve  its  effectiveness. 
In  doing  so  we  have  kept  in  mind  the  need  to  move  with  care  in  making  major 
modifications  in  the  health  care  structure.  It  does  not  make  sense  to  make  major 
commitments  of  resources  to  untested  new  structures  for  providing  health  services, 
when  there  is  any  considerable  doubt  about  the  outcome  of  the  change  and  where 
the  cost  of  failure  would  be  high.  As  has  been  noted,  the  health  care  field  from 
its  nature  is  one  in  which  there  is  much  disagreement  about  the  relative  merits 
of  alternative  ways  of  providing  health  care.  And  our  present  health  care  structure 
does  not  have  such  shortcomings  that  potentially  expensive  major  gambles  are 
necessary.  At  the  same  time,  we  have  no  doubt  that  substantial  improvement  can 
be  made.  Many  desirable  changes  can  be  reasonably  clearly  discerned  now,  and 
we  have  made  recommendations  where  such  is  the  case.  In  addition,  other 
improvements  should  be  sought  immediately  and,  once  identified,  should  be 
implemented  with  all  deliberate  speed. 
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First,  then,  an  active  program  of  experimentation  in  new  ways  of  providing 
health  care  is  required.  A  good  deal  of  such  experimentation  is  taking  place  in 
Ontario,  in  other  Canadian  provinces,  and  in  other  countries  in  which  the  pro- 
vision of  health  care  is  like  our  own.  A  vigorous  program  of  further  experimenta- 
tion in  Ontario,  through  pilot  projects  and  the  like,  is  essential  for  the  achievement 
of  that  improvement  which  potentially  may  be  had.  Such  experimentation  ought 
to  include  attempts  at  adaptation  of  successful  innovations  in  jurisdictions  com- 
parable to  our  own. 

Second,  the  development  and  implementation  of  the  means  of  evaluating 
experiments,  while  admittedly  difficult,  is  essential.  We  have  the  impression  that 
much  of  the  experimentation  has  been  inconclusive,  owing  to  lack  of  effective 
assessment  of  its  outcome.  A  systematic  program  of  evaluation  of  the  outcome  of 
the  experimental  programs  now  being  tried  and  of  such  further  ones  as  are 
undertaken  is  most  important. 

Third,  for  various  reasons,  including  the  fact  that  there  is  considerable  dis- 
persion of  authority  in  the  health  care  field,  positive  action  on  the  part  of  some 
one  body  is  required  to  implement  those  programs  of  proven  worth.  As  we  see  it, 
this  must  be  a  public  body. 

Fourth,  while  public  bodies  must  take  responsibility  for  promoting  such 
change,  it  is  highly  desirable  that  it  be  done  in  a  way  that  involves  as  many  of 
the  parts  of  the  system  as  possible  in  seeking  the  desired  change.  The  implemen- 
tation of  change  is  not  easy  at  its  best.  And  it  is  particularly  difficult  in  a  system 
of  the  scale  and  with  the  institutional  characteristics  of  the  health  care  system. 
It  is  most  desirable  that  a  system  of  incentives  to  seek  improvement  be  used  on 
as  widespread  a  basis  as  is  compatible  with  the  overall  objectives  of  the  provision 
of  health  care.  We  are  convinced  that  such  incentives  can  be  used  on  a  much 
wider  basis  than  they  are  at  present. 


Chapter  6    Health  Care  Resources 


The  economic  and  institutional  structure  of  the  health  care  sector  described  in 
the  preceding  chapters  is  the  principal  determinant  of  the  kinds  and  quantities  of 
different  health  care  resources  that  exist  presently  in  Ontario.  It  determines  also 
in  large  part  the  kind  and  quality  of  health  goods  and  services  that  are  available 
to  residents  of  Ontario.  In  addition  to  providing  direct  health  care  in  the  different 
subsectors  of  the  health  care  sector,  a  portion  of  these  human  and  non-human 
resources  is,  of  course,  involved  in  the  training,  education  and  production  of  new 
health  care  resources.  A  survey  of  these  resources  thus  will  provide  concrete 
evidence  by  means  of  which  the  nature  of  the  economic  structure  of  the  health 
care  sector  in  Ontario  can  be  examined. 

Outline 

Information  on  the  overall  size  of  the  health  care  sector  in  relation  to  the  entire 
economy  and  information  on  the  size  of  the  different  subsectors  of  the  total  health 
care  sector  are  provided  first.  These  details  are  followed  by  a  brief  description  of 
the  geographic  distribution  of  the  major  health  care  occupational  groups.  The 
remainder  of  the  chapter  is  then  devoted  to  an  "inventory"  of  individual  kinds  of 
health  care  resources  in  Ontario.  Human  health  care  resources  are  dealt  with  in 
the  first  part  of  this  inventory.1  Taking  the  major  occupational  groups  in  turn, 
first,  we  review  the  numbers  of  personnel  in  a  particular  group  in  recent  years; 
second,  we  indicate  the  size  and  nature  of  the  education  or  training  programs 
from  which  new  members  of  the  occupation  have  come  and  are  expected  to  come; 
and  third,  we  present  information  on  the  ways  in  which  members  of  a  given 
occupational  group  provide  health  care.  In  so  describing  the  patterns  through 
which  health  care  resources  combine  to  provide  health  goods  and  services,  we 
describe  aspects  of  the  health  care  system.  Certain  insights  into  the  nature  of  the 


tSince  there  is  no  single  agency  undertaking  a  systematic  collection  of  all  the  relevant  health 
statistics,  the  tables  presented  are  derived  from  a  variety  of  sources.  Furthermore,  they  are 
in  some  cases  inadequate  for  the  purpose  of  compiling  an  accurate  inventory  of  health  care 
sources.  Manpower  data  come  largely  from  the  records  of  some  twenty  different  professional 
associations  or  registering  bodies.  Information  on  hospitals  is  taken  from  the  Dominion 
Bureau  of  Statistics  publication,  Hospital  Statistics,  and  from  the  annual  report  of  the 
Ontario  Hospital  Services  Commission.  The  various  institutions  involved  have  supplied 
information  regarding  the  education  and  training  of  health  personnel. 

The  data  are  much  less  adequate  than  we  would  have  wished.  However,  we  did  not 
believe  it  within  our  compass  to  get  into  substantial  expense  in  developing  the  data  our- 
selves. We  are  fully  aware  of  the  inadequacies  of  the  data  but  believe  that  they  are  still 
most  useful. 

144 


Dimensions  of  the  Health  Care  Sector      145 


relationship  between  the  health  care  system  and  the  economic  structure  can  be 
obtained.  The  second  smaller  part  of  the  inventory  is  then  concerned  with 
hospitals,  the  principal  non-human  resource  in  the  health  care  sector. 

Dimensions  of  the  Health  Care  Sector 

Before  the  nature  and  quantity  of  the  many  kinds  of  resources  that  comprise  the 
health  care  sector  are  examined,  it  is  useful  to  consider  the  size  of  this  sector 
relative  to  the  entire  economy  —  that  is,  to  consider  the  volume  of  society's 
resources  that  have  been  allocated  to  the  provision  of  health  care.  We  will 
describe  the  outcome  of  the  interaction  of  the  economic  structure  of  the  health 
care  sector  with  that  of  the  economy  at  large. 

There  are  two  commonly  used  measures  of  the  size  of  the  health  care  sector: 
the  dollar  value  of  expenditures  on  health  care;  and  the  size  of  the  labour  force 
engaged  directly  in  the  health  care  sector.  The  inclusion  of  expenditures  on  both 
human  and  non-human  resources  in  the  first  of  these  probably  makes  it  more 
comprehensive  than  the  second;  however,  data  describing  the  second  are  perhaps 
more  accurate  and  more  readily  available  than  data  describing  the  first. 

Health  Care  Expenditures 

Personal  and  government  expenditures  on  health  goods  and  services  for  all  Canada 
are  presented  in  Table  6.1  for  1965.  While  the  data  are  for  all  Canada,  their 
composition  is  probably  fairly  representative  of  Ontario. 

TABLE  6.1 

Expenditures  on  Health  Care  in  Canada,  1965  (millions  of  dollars) 


Type  of  health  care 


1965 


1966 


Personal  Health  Care 
Hospitals 
Active  treatment 
Mental 
Tuberculosis 

Federal  (excluding  DND) 
Physicians'  services 
Prescribed  drugs 
Dentists'  services 
Other  personal  services 
Total 
Public  Health 
Federal 
Provincial 


Hospital  capital  expenditures 

All  health  expenditures 
(excluding  education) 


1,432 


1,651 


1,126 

211 

26 

70 

545 

605 

149 

190 

160 

176 

155 

193 

2,441 

2,815 

142 

72 

70 

2,583 

220 

229 

2,803 

Source:  J.  E.  Osborne,  The  Economics  and  Costs  of  Health  Care,  Research  and  Statistics  Memo, 
Department  of  National  Health  and  Welfare,  1965  (unpublished). 
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Some  items  are  not  included.  The  most  serious  omission  is  expenditure  on 
health  education.  In  addition,  municipal  expenditures  on  health  services2  and 
personal  purchases  of  non-prescribed  drugs  have  been  omitted,  as  well  as  non- 
hospital  capital  outlays.  Accordingly,  the  total  expenditure  indicated  above 
most  decidedly  underestimates  the  volume  of  resources  allocated  to  the  health 
care  sector. 

In  1965  the  value  of  all  goods  and  services  produced  in  Canada  as  indicated 
by  Gross  National  Expenditure  was  $52,203  million.  Taking  the  $2,803  million 
from  Table  6.1  as  a  minimum  estimate  of  expenditures  on  health  care,  we  can 
state  that  roughly  5.4  per  cent  of  Canada's  resources  were  allocated  to  the  pro- 
vision of  health  care  in  1965.  The  health  care  sector  thus  stands  as  one  of  the 
major  productive  sectors  in  the  Canadian  economy. 

Two  subcategories  of  expenditures  on  health  care  are  also  worth  looking  at 
briefly,  even  though  complete  data  are  not  available  for  more  recent  years. 
Personal  health  care  expenditures  in  Canada  for  1967  were  $3,381  million.  They 
approached  9  per  cent  of  personal  expenditure  on  all  consumer  goods  and 
services.3  Capital  expenditures  on  hospital  construction  and  machinery  were  $240 
million  in  1967.  This  figure  represented  1.5  per  cent  of  total  public  and  private 
gross  fixed  capital  formation,  and  8.5  per  cent  of  all  government  capital 
expenditures.4 

Health  Care  Labour  Force  in  Ontario 

In  Ontario  in  1961,  some  105,413  persons  were  employed  in  the  health  care 
sector.  Of  this  total,  77,231  were  women  and  28,182  men.  These  data  are 
presented  in  Table  6.2. 

The  105,413  health  care  personnel  represented  4.4  per  cent  of  Ontario  labour 
force,  which  was  2,393,015  in  1961.  The  predominance  of  female  workers  is 
evident.  Approximately  1 1  per  cent  of  the  total  female  work  force  was  employed 

TABLE  6.2 

Labour  Force  Engaged  in  the  Provision  of  Health  Services,  Ontario,  1961 

Male  Female  Total 

Hospitals 

Offices  of  physicians 
Offices  of  dentists 
Other  health  services 

Total 28,182  77,231  105,413 

Source:  1961  Census  of  Canada,  Vol.  Ill,  Part  II  "Labour  Force:  Industries"  Queen's  Printer, 
Ottawa,  Table  1. 


18,698 

64,742 

83,440 

5,318 

4,949 

10,267 

2,141 

1,949 

4,090 

2,025 

5,591 

7,616 

^Municipal  governments  spent  eighty  million  dollars  on  health  in  1965  but  it  is  not  known 
how  much  of  this  was  spent  on  public  health  services  as  distinct  from  personal  health 
services. 

3DBS,  National  Accounts,  Queen's  Printer.  Ottawa,  1967,  Table  14. 

*DBS,  Public  and  Private  Investment  in  Canada,  Outlook  1969,  Queen's  Printer,  Ottawa,  1969. 
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in  the  health  care  sector  compared  with  less  than  2  per  cent  of  the  male  labour 
force.  The  hospital,  of  course,  is  the  work  setting  of  by  far  the  largest  part  of  the 
female  personnel. 

The  relative  growth  of  the  health  care  sector  is  seen  clearly  from  an  examina- 
tion of  changes  in  the  percentage  of  the  labour  force  devoted  to  the  provision  of 
health  care.  In  1951,  some  56,252  persons  in  Ontario  were  employed  in  the 
health  sector.5  Of  this  total,  37,907  were  women;  18,345  were  men.  The  Ontario 
labour  force  in  that  year  was  1, 884,94 1,6  so  that  health  care  personnel  accounted 
for  3.0  per  cent  of  the  work  force. 

Comparable  data  are  not  available  for  more  recent  years.  It  is  possible,  how- 
ever, using  several  different  sources  to  piece  together  an  estimate  for  1967.  In  that 
year  there  were  100,200  persons  employed  in  public  general  hospitals,7  approxi- 
mately 1,100  in  tuberculosis  sanatoria,8  and  16,400  in  mental  institutions.9  An 
estimated  31,400  persons  worked  outside  the  hospitals.10  This  sum  of  149,100 
represents  5.3  per  cent  of  a  labour  force  of  2,834,000  persons.11 

As  a  measure  of  the  province's  manpower  resources  currently  utilized  by  the 
health  sector,  our  estimate  of  5.3  per  cent  is  likely  to  be  well  on  the  low  side. 
Besides  those  directly  employed  in  hospitals  or  as  health  professionals,  technicians 
and  assistants,  numerous  other  people  are  employed  indirectly  in  the  provision 
of  health  services.  Omitted  in  our  count  are  those  employed  in  the  construction 
of  hospitals  and  other  facilities,  in  government  health  departments,  in  the  manu- 
facture and  distribution  of  medical  supplies,  and  in  the  training  of  health 
personnel.  The  use  of  labour  in  the  health  sector  is  therefore  a  sizable  one  in 
terms  of  total  labour  force. 

We  might  also  emphasize  the  rapid  growth  rate  of  the  health  care  labour 
force.  The  calculations  above  indicate  that  the  number  of  health  workers  has 
been  growing  at  a  considerably  more  rapid  rate  than  the  labour  force  as  a  whole: 
in  1951,  one  out  of  every  thirty-three  members  of  the  work  force  was  employed 
directly  by  the  health  care  sector;  in  1961,  one  out  of  every  twenty-three;  and 
in  1967,  one  out  of  every  nineteen. 

Overall  Inventory  of  the  Health  Care  Sector 

Before  proceeding  to  review  the  numbers,  training  and  educational  programs, 
and  pattern  of  health  care  delivery  of  each  of  the  occupational  groups  in  turn, 


51951  Census  of  Canada,  Vol.  IV,  "Labour  Force:    Occupations  and  Industries",  Queen's 

Printer,  Ottawa,  Table  16. 
Hbid.,  persons  fourteen  years  of  age  and  older. 
7OHSC,  Annual  Report  (Statistical  Supplement),  1967. 
8DBS,  Tuberculosis  Statistics  1967,  Queen's  Printer,  Ottawa,  1969. 
s>DBS,  Mental  Health  Statistics,  1967,  Queen's  Printer,  Ottawa,  1969. 
10Adding  9,100  physicians;  2,700  dentists;   13,000  dentists'  and  doctors'  assistants   (estimating 

one  assistant  for  every  dentist  or  doctor) ;  4,400  pharmacists;   800  dental  technicians;   500 

optometrists;    400    ophthalmic    dispensers;    300    chiropractors;    and    200    osteopaths    and 

naturopaths. 
UDBS,  Monthly  Report  on  The  Labour  Force,  Catalogue  No.  71-a,  Vol.  23,  No.  6. 
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we  draw  attention  to  the  relative  size  of  the  different  subsectors  of  the  health 
care  sector,  to  an  overall  inventory  of  both  health  care  manpower  and  hospital 
facilities,  and  to  the  geographic  distribution  of  human  health  care  resources. 

The  Relative  Size  of  the  Subsectors  of  the  Health  Care  Sector 

The  information  contained  above  in  Tables  6.1  and  6.2  provides  an  excellent 
view  of  the  relative  size  of  the  hospital,  direct  medical  care,  and  non-medical 
care  subsectors  described  in  Chapter  5  (unfortunately,  comprehensive  data  on  the 
education  and  research  subsector  are  not  available).  We  note  that  the  hospital 
subsector  is  by  far  the  largest  of  the  subsectors.  It  is  almost  three  times  as  large 
as  the  second  largest,  the  direct  medical  care  subsector.  The  non-medical  care 
subsector  is  almost  as  large  as  the  direct  medical  care  subsector  according  to  the 
data  in  Table  6.1;  and  if  the  omitted  data  on  purchases  of  non-prescribed  drugs 
were  considered,  the  non-medical  care  subsector  would  likely  be  the  second 
largest  of  the  subsectors. 

When  the  data  in  Table  6.2  are  evaluated  to  take  account  of  differences  in 
the  value  of  the  health  care  provided  by  individuals  in  various  professions  and 
disciplines,  the  relative  size  of  the  subsectors  indicated  in  Table  6.1  is  confirmed. 
If  we  take  annual  income  as  a  rough  indicator  of  the  differences  in  the  value  of 
the  health  services  provided  by  individuals  in  the  different  personnel  groups,  then 
the  hospital  sector  is  seen  to  be  about  three  times  the  size  of  each  of  the  direct 
medical  and  the  non-medical  care  subsectors. 

Overall  Inventory  of  Skilled  Health  Care  Manpower,  1968 

The  key  health  care  resource  is  the  body  of  skill  and  expertise  residing  in  the 
different  health  care  personnel.  In  1968  there  were  approximately  100,000  skilled 
health  care  personnel  serving  the  more  than  seven  million  Ontario  residents. 
Data  on  the  composition  of  this  health  care  labour  force  are  presented  in  Table 
6.3. 12  We  note  that  physicians  and  nursing  personnel  still  account  for  over  80  per 
cent  of  health  care  personnel.  Also  worth  noting  is  the  predominance  of  nurses. 
By  themselves,  all  nursing  personnel  account  for  over  70  per  cent  of  skilled  health 
care  manpower,  registered  nurses  and  registered  nursing  assistants,  and  students 
of  both  categories  account  for  over  50  per  cent  of  skilled  health  care  manpower. 
It  is  also  interesting  to  note  that  over  5,000  of  these  individuals  are  involved  in 
the  provision  of  intermediate  health  goods  and  services.  Laboratory  technologists, 
for  example,  have  virtually  no  direct  contact  with  patients.  To  a  lesser  extent,  the 
same  is  probably  true  of  groups  such  as  pharmacists,  orderlies  and  dental 
secretaries. 


12In  all  cases,  we  have  tried  to  exclude  from  our  data  trained  personnel  who  are  not  prac- 
tising. For  orderlies,  other  hospital  nursing  personnel,  dietitians,  medical  record  librarians 
and  radiological  technicians,  the  numbers  are  of  those  working  in  hospitals.  Where  1968 
figures  were  unavailable,  earlier  ones  have  been  substituted  as  estimates  of  current  man- 
power supply. 
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TABLE  6.3 
Numbers  of  Skilled  Health  Workers,  Ontario,  Various  Years 


Year 

Physicians 

Fully  licensed  (on  the  register) 

General  practitioners 

4,908' 

Certified  specialists 

4,622' 

9,530 

(1968) 

On  the  Special  Register 

674 

(1968) 

Internes 

334 

(1966) 

Nursing  Personnel 

Registered  nurses 

Full  time 

23,576 

Part  time 

10,607 

34,183 

(1967) 

Student  nurses 

8,811 

(1966) 

Registered  nursing 

Full  time 

8,348 

assistants 

Part  time 

1,802 

10,150 

(1967) 

Trainee  nursing  assistants 

1,285 

(1966) 

Orderlies 

Full  time 

3,046 

Part  time 

243 

3,289 

(1966) 

Psychiatric  nurses  in 

mental  institutions 

149 

(1966) 

Student  psychiatric  nurses 

34 

(1966) 

Other  hospital  nursing 

Full  time 

12,843 

Part  time 

1,520 

14,363 

(1966) 

Dental  Personnel 

Dentists 

2,810 

(1968) 

Dental  specialists 

178 

(1968) 

Dental  hygienists 

297 

(1967) 

Dental  technicians 

860 

Dental  assistants 

Full  time 

2,535 

Part  time 

287 

2,822 

(1968) 

Dental  secretaries 

Full  time 

641 

Part  time 

112 

753 

(1968) 

Pharmacists 

4,461 

(1968) 

Optometrists 

519 

(1968) 

Ophthalmic  dispensers 

470 

(1968) 

Ophthalmic  assistants 

300 

(1966) 

Clinical  psychologists 

238 

(1966) 

Medical  and  psychiatric  social  workers 

in  mental  hospitals — M.S.W. 

or  B.S.W. 

125 

(1967) 

— other 

96 

(1967) 

in  general  hospitals — M.S.W. 

or  B.S.W. 

76 

(1967) 

— other 

67 

(1967) 

Physiotherapists 

1,106 

(1968) 

Occupational  therapists 

299 

(1968) 

Registered  masseurs 

386 

(1968) 

Remedial  gymnasts 

36 

(1967) 
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TABLE  6.3  (Continued) 
Numbers  of  Skilled  Health  Workers,  Ontario,  Various  Years 


Year 

Speech  pathologists  and  audiologists 

74 

(1968) 

Hearing  aid  dispensers 

167 

(1969)2 

Dietitians 

Full  time 

321 

Part  time 

31 

352 

(1968) 

Medical  record  librarians 

Full  time 

295 

Part  time 

27 

322 

(1968) 

Medical  laboratory  technologists 

in  general  hospitals 

Full  time 

2,771 

Part  time 

275 

3,052 

(1968) 

in  private  laboratories 

Full  time 

270 

Part  time 

95 

365 

(1967) 

Radiological  technicians 

Full  time 

1,148 

Part  time 

87 

1,235 

(1968) 

E.E.G.  TECHNICIANS 

84 

(1969) 

Chiropractors 

532 

(1968) 

Naturopaths 

150 

(1965) 

Podiatrists 

69 

(1967) 

Osteopaths 

52 

(1968) 

1  Estimate,  instead  of  an  actual  count. 

2  As  at  August. 


Sources: 

The  numbers  indicate  the  table  or  page  in  this  chapter  in  which  the  sources  for  the  data  will  be  found : 
student  nurses,  6.14;  registered  nurses,  6.13;  registered  nursing  assistants,  6.22;  all  other  nursing 
personnel,  6.18;  dentists,  6.24;  dental  specialists,  6.28;  dental  hygienists,  6.30;  dental  technicians, 
p.  177;  dental  assistants  and  secretaries,  p.  176;  pharmacists,  6.32;  optometrists,  6.38;  clinical  psycho- 
logists, p.  190;  social  workers  in  general  hospitals,  p.  190;  physiotherapists,  6.45;  speech  pathologists 
and  audiologists,  p.  191 ;  dietitians,  6.53;  medical  record  librarians,  6.48;  medical  laboratory  technolo- 
gists in  general  hospitals,  6.40;  radiological  technicians,  6.40;  chiropractors,  6.43;  podiatrists,  6.43; 
osteopaths,  6.43. 

Sources  for  data  not  appearing  in  the  Manpower  Section  are  given  below. 
Internes:  DBS,  Hospital  Statistics,  Vol.  Ill,  1966,  p.  47. 

Ophthalmic  assistants :  estimate  obtained  directly  from  the  Ontario  Medical  Association,  Section  on 
Ophthalmology. 

Social  workers  in  mental  hospitals:  DBS,  Mental  Health  Statistics,  Vol.  Ill,  1966,  Table  19. 
Registered  masseurs:  number  of  registrants  obtained  directly  from  the  Board  of  Directors  of  Masseurs. 
Hearing  aid  dispensers :  information  obtained  from  the  Hearing  Aid  Dealers  Association. 
E.E.G.  technicians:  estimate  received  from  the  Canadian  Association  of  Electroencephalograph 
Technicians. 

Medical  laboratory  technologists  in  private  laboratories:  see  Chapter  19  of  this  Report. 
Remedial  gymnasts:  estimate  obtained  from  the  Association  of  Remedial  Gymnasts  of  Ontario. 
Occupational  therapists :  number  given  is  active  members  in  Ontario  of  the  Canadian  Association 
of  Occupational  Therapists. 

Ophthalmic  dispensers:  number  of  registrants  obtained  directly  from  the  Board  of  Ophthalmic 
Dispensers. 
Physicians:  estimated  numbers  received  from  the  College  of  Physicians  and  Surgeons  of  Ontario. 
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When  these  different  health  care  occupations  are  further  subdivided  according 
to  the  age  and  experience  of  the  individuals,  their  natural  and  acquired  abilities, 
and  the  way  in  which  as  individuals  they  combine  with  other  health  care  resources, 
we  end  up  with  an  enormous  number  of  essentially  distinct  health  care  resources. 
And  of  course,  in  addition  to  these  health  care  resources,  there  are  innumerable 
non-human  health  care  resources  such  as  hospitals  and  group  clinics,  and  inter- 
mediate products  such  as  medical  supplies  and  drugs.  These  other  resources  then 
combine  with  the  human  health  care  resources  to  produce  the  health  goods  and 
services  consumed  by  Ontario  residents. 

Finally,  division  of  each  of  these  numbers  by  the  population  of  Ontario  can 
yield  a  health  care  personnehpopulation  ratio;  for  example,  the  number  of  physi- 
cians per  10,000  persons  can  be  easily  calculated.  This  and  similar  ratios  can  then 
be  used  to  compare  roughly  the  availability  of  health  care  manpower  in  Ontario 
with  that  in  other  provinces  or  countries. 

Overall  Inventory  of  Hospital  Facilities 

The  human  health  care  resources  reviewed  in  the  preceding  section  commonly 
combine  with  non-human  resources  to  provide  the  health  care  consumed  by 
Ontario  residents.  These  other  resources  include  the  physical  plant  and  equipment 
of  hospitals;  the  offices  of  physicians  and  dentists,  including  land,  buildings  and 
equipment  and  other  such  facilities;  and  intermediate  products,  such  as  medical 
supplies  and  pharmaceutical  products.  The  principal  non-human  health  resource 
is,  however,  the  hospital  and  the  equipment  contained  therein.  An  overview  of  the 
kind  and  quantity  of  hospitals  found  in  Ontario  can  be  gleaned  from  the  data  in 
Table  6.4.  We  note  that  active  treatment,  public  general  hospitals,  exclusive  of  the 
beds  provided  for  psychiatric,  convalescent  and  chronic  care,  account  for  almost 
50  per  cent  of  all  hospital  beds  in  Ontario;  if  the  psychiatric,  convalescent  and 

TABLE  6.4 

Number  of  Hospitals  and  Beds,  by  Type  of  Hospital,  Ontario,  1968 

Type  of  hospital Hospitals Beds' 

Public  general  and  allied  special 

Active  treatment  Public  general 

Red  cross 

Convalescent  hospitals 
Convalescent  Units  in  general  hospitals 

Chronic  hospitals 
Chronic  Units  in  general  hospitals 

Psychiatric  hospitals 
Psychiatric  Units  in  general  hospitals 

Federal  hospitals  and  nursing  stations 

TotaT~         ~^^^_  240  46,614 

Private  general  and  allied  special 

Active  treatment  17  667 

Chronic 22 517_ 

Total  39  1,184 


190 

36,080* 

13 

179 

8 

799 

6 

343 

17 

3,155 

77 

3,458 

23 

255 

35 

1,000 

104 

1,234 
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TABLE  6.4  (Continued) 


Nursing  homes  temporarily  approved 
for  chronic  care 

35 

558 

Hospitals  for  psychiatric  disorders 

Hospitals  for 
Retardates 

Hospitals  for 
Alcoholics 

Public-provincial 
Units  in  sanatoria 
Private 

Provincial 

9 
3 
3 

l5 

6,539 
279 
283 

32 

Hospitals  for 
Emotionally  dis- 
turbed children 

Public-provincial 

Public-lay 

Private 

1 
1 
3 

111 

18 
81 

Psychiatric 
hospitals 

Public-lay 

Units  in  sanatoria 

Units  in  federal  hospitals 

Private 

l6 

2 

V 

3 

80 

177 
697 
330 

Mental 
hospitals 

Public-provincial 

Public-other 

Private 

15 
1 
1 

15,507 

10 

110 

Total 

46 

24,254 

Tuberculosis 

Public 

ll8 

1,021 

Hospitals 

Federal 

1 

150 

Total 

12 

1,171 

All  hospitals 

372 

73,7819 

1  Bassinets  are  not  included. 

2  The  figure  given  by  OHSC  (37,191  beds)  less  the  number  of  designated  psychiatric  beds. 
Does  not  include  convalescent  and  chronic  units  in  general  hospitals. 

3  The  Clarke  Institute  of  Psychiatry  and  the  Donwood  Foundation. 

4  Excludes  psychiatric  beds,  the  Canadian  Forces  Hospital,  Kingston  with  125  beds,  and  five  other 
Department  of  National  Defence  Hospitals  with  a  total  of  135  beds. 

5  Does  not  include  the  Donwood  Foundation,  an  OHSC  hospital  for  alcoholics. 

6  Does  not  include  the  Clarke  Institute,  an  OHSC  psychiatric  hospital. 

7  Figure  taken  from  DBS,  Mental  Health  Statistics,  1966,  Vol.  Ill,  Queen's  Printer,  Ottawa,  1968, 
Table  11. 

8  Beds  in  sanatoria  not  designated  as  tuberculosis  beds  are  excluded. 

9  The  total  excludes  the  Workmen's  Compensation  Board  Hospital  and  Rehabilitation  Centre  with 
520  beds  and  the  Department  of  National  Defence  Hospitals  referred  to  in  footnote  4  above. 

Sources:  Ontario  Hospital  Services  Commission,  Annual  Report  (Statistical  Supplement),  1968, 
for  public  and  private  general  and  allied  special  hospitals  and  nursing  homes. 
DBS,  List  of  Canadian  Hospitals,  1969,  Queen's  Printer,  Ottawa,  1969,  for  hospitals 
for  psychiatric  disorders  and  tuberculosis  hospitals. 

chronic  care  beds  are  included,  they  account  for  well  over  half  of  all  the  beds. 
The  second  major  group  of  hospital  beds  are  those  devoted  to  the  care  of  patients 
with  psychiatric  disorders;  they  account  for  another  35  per  cent  of  all  beds.  Finally, 
we  note  that  hospitals  for  tuberculosis  patients,  containing  1,171  beds,  account 
for  less  than  1.6  per  cent  of  all  hospital  beds  in  Ontario. 

Data  on  the  ownership  of  hospitals  in  Ontario  provide  a  rough  indication  of 
the  extent  and  nature  of  the  public  economy  in  the  hospital  sector.  Interestingly, 
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with  some  1,988  beds,  privately  owned  or  proprietary  hospitals  account  for 
approximately  2.7  per  cent  of  the  total  number  of  hospital  beds  in  Ontario.  Of  the 
remaining  beds  and  thus  those  in  the  public  economy,  some  2,081  beds,  or 
approximately  2.7  per  cent,  are  in  federal  hospitals.  Thus  principal  participants 
in  the  economic  structure  of  the  hospital  sector  are  the  voluntary  charitable  and 
religious  bodies,  and  the  provincial  (and  municipal)  government. 

Geographic  Distribution  of  Health  Care  Resources 

The  data  on  the  availability  of  health  care  manpower  presented  in  the  previous 
section  are  excellent  indicators  of  the  overall  level  of  health  care  manpower  in 
Ontario.  They  are  quite  inadequate,  however,  for  the  purpose  of  describing  the 
availability  of  health  care  resources  to  each  and  every  resident  of  Ontario.  For 
this  purpose  we  require  information  on  the  availability  of  manpower  in  different 
geographic  areas  of  the  province  or  in  communities  of  different  sizes.  Data  describ- 
ing the  availability,  in  1961,  of  health  care  manpower  in  communities  classified 
by  size  of  population  are  presented  in  Table  6.5;  nineteen  different  health  care 
occupations  are  included  in  this  table.13  Communities  of  less  than  10,000  persons 
seem  to  have  the  smallest  number  of  the  different  health  care  occupations.  The 
10,000  to  30,000  person  community,  however,  is  not  always  in  the  second  worst 
position.  For  example,  these  communities  have  the  best  physician: population 
ratio,  followed  closely  by  that  for  the  metropolitan  areas.  Noticeably,  medical  and 
dental  technicians  are  concentrated  in  the  largest  population  centres. 

For  some  of  the  major  occupational  groups,  it  is  possible  to  note  the  change 
in  distribution  over  time  as  follows,  by  supplementing  the  data  of  Table  6.5  with 
other  information. 

Dentists 

In  1951  the  highest  dentist: population  ratio  in  Ontario  was  in  communities  of 
from  10,000  to  30,000  persons  where  there  was  one  dentist  for  every  1,491 
persons.  The  lowest  dentistpopulation  ratio  was  found  in  areas  of  under  10,000 
people  where  there  was  one  dentist  for  3,090  people.  The  more  urban  areas  had 
one  dentist  for  every  1,915  persons.  In  1961  communities  with  between  10,000 
and  30,000  people  still  had  relatively  the  largest  number  of  dentists  (1:1,918). 
Communities  with  fewer  than  10,000  persons  had  on  average  only  one  dentist  for 
every  7,951  persons.  In  1961  the  ratio  for  metropolitan  areas  had  deteriorated 
to  one  dentist  for  every  2,195  people.  In  1966  there  was  one  dentist  for  every 
2,149  people  in  metropolitan  areas.  The  ratio  in  areas  of  less  than  10,000  people 
had  improved  in  1966  to  1:4,520. 

Laboratory  Technologists 

In  1951  the  best  laboratory  technologist  ratio  was  found  in  areas  of  30,000  to 
100,000  persons  (1:451).  The  least  populated  communities  had  only  one  labora- 


13 We  use  data  for  1961,  since  that  census  year  is  the  latest  date  with  relatively  comprehensive 
information. 
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tory  technologist  ior  every  1,111  persons.  Areas  of  over  100,000  population  had 
a  ratio  of  one  to  every  484  persons.  Information  on  laboratory  technologists  is  not 
available  for  1961  and  1966. 

Nurses 

In  1951  areas  of  from  10,000  to  30,000  and  30,000  to  100,000  had  the  best 
nurse:population  ratios;  on  average  they  had  one  nurse  to  216  and  217  persons, 
respectively.  The  smallest  population  areas  fared  much  worse,  with  one  graduate 
nurse  for  every  554  persons.  A  similar  pattern  existed  in  1961,  as  again  the  areas 
of  from  10,000  to  100,000  had  the  best  ratios  (1:191  and  1:198)  and  the  smallest 
areas  had  the  worst.  In  all  categories  the  nurse:population  ratio  had  improved  in 
1961.  Unfortunately,  information  is  not  readily  available  for  1966. 

The  ratio  of  nurses-in-training  to  population  was  best  in  areas  of  from  30,000 
to  100,000  in  both  1951  and  1961. 

Osteopaths  and  Chiropractors 

In  1966  the  highest  chiropractonpopulation  ratio  was  found  in  areas  with  a  popu- 
lation of  between  10,000  and  30,000  people  (1:7,047).  Metropolitan  areas  and 
those  with  populations  under  10,000  had  about  one  chiropractor  for  every  14,000 
people.  The  information  on  osteopaths  and  chiropractors  in  1961  is  too  incom- 
plete to  draw  conclusions.  In  1951  osteopaths  and  chiropractors  were  again  most 
prevalent  in  areas  of  10,000  to  30,000  persons  (1:6,398),  although  the  areas  of 
larger  population  were  much  closer  than  in  1966  with  ratios  of  about  1:7,500 
persons. 

Physicians 

In  1951  all  areas  of  over  10,000  had  about  one  doctor  to  every  610  persons.  The 
ratio  in  areas  of  less  than  10,000  persons  was  1:1,200.  In  1961  the  picture  had 
changed  somewhat.  Metropolitan  areas  and  areas  of  10,000  to  30,000  people  had 
ratios  of  about  1:600.  Areas  of  30,000  to  100,000  persons  had  ratios  of  1:680. 
The  physician:population  ratio  had  decreased  greatly  in  areas  under  10,000 
population  with  only  one  doctor  for  every  2,600  persons.  Similar  information  is 
not  readily  available  for  1966. 

Physio  and  Occupational  Therapists 

In  1961  the  largest  population  areas  fared  best,  having  one  therapist  for  every 
4,134  persons.  In  1966  the  largest  areas  still  fared  best,  although  the  ratio  had 
fallen  to  1:5,884.  Areas  with  populations  under  10,000  had  one  physiotherapist 
for  every  12,751  persons  in  1966. 

Optometrists 

In  1966  there  was  one  optometrist  for  every  6,736  persons  in  communities  of 
10,000  to  30,000  persons.  Areas  of  less  than  10,000  had  the  second  highest  ratio 
of  1:9,392.  Communities  of  30,000  to  100,000  persons  had  one  optometrist  for 
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every  11,500  persons  and  metropolitan  areas  had  one  optometrist  for  every  14,272 
persons.  Complete  figures  for  1961  are  lacking;  there  was,  however,  one  opto- 
metrist for  every  13,843  persons  in  metropolitan  areas. 

In  general,  it  appears  that  rural  and  semi-rural  communities  of  less  than  10,000 
persons  have  by  far  the  smallest  supply  of  health  care  manpower.  In  contrast,  the 
most  densely  populated  communities  do  not  necessarily  have  the  largest  supply  of 
manpower.  The  effect  of  both  market  and  non-market  factors  on  individual 
members  of  the  health  care  labour  force  could  well  be  expected  to  lead  to  the 
distribution  of  manpower  that  we  have  described. 

One  final  cautionary  note  is  in  order.  These  data  on  the  distribution  of  health 
care  manpower  can  give  but  a  rough  indication  of  differences  in  the  availability 
and  consumption  of  health  care.  First,  rural  residents  may  well  by  choice  travel 
many  miles  to  receive  health  care  in  large  urban  centres.  Second,  the  quality  of 
the  personnel  as  seen  through  their  age,  educational  background  and  acquired 
abilities  may  well  on  average  vary  systematically  with  size  of  community.  This 
effect  might  be  expected  to  reduce  the  value  of  services  received  by  rural  residents. 

Selected  Detailed  Data  on  Health  Care  Manpower 

Physicians 

The  simplest  measure  of  the  supply  of  physicians'  services  in  a  community  is  pro- 
vided by  the  physician:population  ratio;  this  relates  directly  the  number  of  physi- 
cians to  the  number  of  persons.  Despite  its  many  limitations,  this  ratio  is  commonly 
used  to  indicate  the  differences  in  the  availability  of  physicians'  services  from 

TABLE  6.6 

Physicians  Licensed  and  Resident  in  Ontario,  1921  to  1968, 

and  the  Physician:Population  Ratio 


Number  of 

Number  of 

fully  licensed 

physicians  on 

physicians  on 

the  Special 

Year 

the  Register 

Population 

Population  ratio 

Register 

(June) 

(June) 

1921 

3,459 

2,934,000 

848 

— 

1931 

3,934 

3,432,000 

872 

— 

1941 

4,195 

3,788,000 

903 

— 

1951 

5,365 
(December) 

4,598,000 
(December) 

857 

3(1950) 

1961 

8,136 

6,298,000 

774 

15 

1962 

8,236 

6,427,000 

780 

71 

1963 

8,478 

6,568,000 

775 

92 

1964 

8,688 

6,723,000 

778 

144 

1965 

8,702 

6,888,000 

792 

228 

1966 

8,932 

7,078,000 

792 

350 

1967 

9,110 

7,240,000 

795 

490 

1968 

9,502 

7,321,000 

770 

674 

Source:  Ontario  Council  of  Health,  Background  Paper — Ontario  Medical  Manpower. 
For  1968,  College  of  Physicians  and  Surgeons  of  Ontario. 
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one  time,  or  from  one  place,  to  another.  In  Table  6.6  we  present  data  on  the 
number  of  physicians,  the  population  and  the  estimated  physiciampopulation  ratio 
from  1921  to  1968.  We  see  that  in  1968,  there  were  9,502  physicians  in  Ontario 
to  serve  a  population  of  7,321,000;  that  is,  there  was  one  physician  for  every  770 
persons.  These  crude  physician :population  ratios  must  be  interpreted  with  caution, 
for  they  neglect  such  important  considerations  as  the  type  of  physicians  referred 
to  and  the  extent  to  which  physicians  are  accessible  to  those  who  require  their 
services.  Furthermore,  the  1968  figure  of  9,502  physicians  in  Ontario,  for  example, 
represents  only  those  physicians  on  the  Register  of  the  College  of  Physicians  and 
Surgeons  of  Ontario  who  are  residents  of  the  province.  It  does  not  include  the 
physicians  on  the  College's  Special  Register,  whose  numbers  are  given  in  the  last 
column  of  Table  6.6,  nor  the  student  physicians  on  the  Educational  Register.  In 
1968  there  were  674  physicians  on  the  Special  Register  and  1,056  student  physi- 
cians on  the  Educational  Register. 

We  note  that  the  supply  of  physicians  in  the  1960's  was  significantly 
greater  relative  to  population  than  that  in  previous  decades;  the  number  of  physi- 
cians has  grown  more  rapidly  than  has  the  population  over  the  period  1921  to 
1968.  During  the  1960's,  however,  little  change  in  the  physician:population  ratio 
has  been  recorded.  This,  coupled  with  the  fact  that  the  demand  for  health  care 
has  grown  extremely  rapidly  during  the  last  decade,  suggests  that  those  institutions 
responsible  for  the  training  and  education  of  new  physicians  have  not  responded 
at  all  quickly  to  the  coincident  increased  demand  for  physicians.  Indeed,  but  for 
the  large  immigration  of  physicians,  these  ratios  for  the  1960's  would  be 
much  worse. 

Confirming  this  view  that  the  educational  institutions  are  responding  to  the 
increased  demand  for  physicians,  if  at  all,  with  a  long  lag  are  the  data  presented 
in  Table  6.7  on  the  number  of  graduates  from  Ontario  medical  schools.  Though 
the  population  in  Ontario  has  been  growing  steadily  and  rapidly,  the  number  of 
graduates  has  increased  less  than  14  per  cent  from  303  in  1962-1963  to  345  in 
1967-1968.  Indeed,  in  three  of  the  intervening  years  the  number  of  graduates  was 
even  less  than  the  1962-1963  figure.  Beginning  in  1972,  however,  it  will  rise 
rapidly  to  approximately  550  graduates  in  1976. 

TABLE  6.7 

Total  Number  of  Graduates  from  Ontario  Medical  Schools  by  Years,  1962-1963 

to  1967-1968 

Total  Female  ~ 

1962-1963  303  29 
1963-1964  276  29 
1964-1965  288  31 
1965-1966  320  49 
1966-1967  298  40 
1967-1968 345 43 

Source:  DBS,  Survey  of  Higher  Education,  1967-68,  Table  23,  p.  47. 
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Also  of  interest  is  the  slowly  increasing  number  of  female  graduates,  from 
twenty-nine  in  1962-1963  to  forty-three  in  1967-1968;  this  represents  an  increase 
of  more  than  30  per  cent.  Accordingly,  the  percentage  of  female  graduates  has 
grown  over  the  period  from  9.6  per  cent  to  12.5  per  cent.  It  would  thus  appear 
that  educational  institutions  are  slowly  removing  the  barriers  against  the  training 
of  female  physicians. 

Further  information  on  the  response  of  the  health  sector  to  increases  in  popu- 
lation and  the  demand  for  physician  services  is  presented  in  Table  6.8.  In  this 
table  we  present  information  on  the  origin  of  newly  registered  physicians.  Of 
major  significance  is  the  sharply  increasing  reliance  that  has  been  placed  on  physi- 
cians trained  outside  Ontario.  New  registrants  trained  in  provinces  other  than 
Ontario  have  increased  from  sixty-three  in  1964  to  116  in  1968,  an  increase  of 
almost  100  per  cent.  The  increase  of  new  registrants  with  medical  degrees  from 
either  the  United  Kingdom  or  Ireland  has  risen  even  more  sharply  over  this  five- 
year  period,  from  sixty-three  to  139.  New  registrants  from  other  countries  show 
yet  a  greater  proportionate  increase.  Out  of  435  new  registrants  in  1964  some  272, 
or  63  per  cent,  were  graduates  of  Ontario  medical  schools;  only  four  years  later 
in  1968,  the  corresponding  number  was  278,  or  42  per  cent,  of  an  increased  total 
of  666  new  registrants.  Without  these  physicians  trained  in  medical  schools  out- 
side Ontario,  the  physiciampopulation  ratio  in  Ontario  would  indeed  be  much 
lower  than  it  is.  The  education  and  training  of  physicians  in  Ontario  has  simply 
not  been  sufficient  to  keep  pace  with  changes  in  population  and  the  demand  for 
physicians'  services. 

We  might  also  note  that  there  does  exist  a  reasonably  close  relationship 
between  the  number  of  graduates  from  Ontario  medical  schools  in  a  given  year 
(Table  6.7)  and  the  number  of  new  registrants  following  a  year  of  internship. 
With  this  one-year  lag,  the  ups  and  downs  in  the  number  of  graduates  is  repeated 
in  the  number  of  new  registrants  from  these  Ontario  medical  schools. 

TABLE  6.9 

Internes  and  Residents,  Ontario,  1961-1968,  by  Region  where  Medical  Degree 

Was  Obtained 

U.K.,  Australia, 
Canadian  N.Z.,  S.A.,  Other  Total  internes 

Year  universities  and  U.S.A.  countries  and  residents 

1961 

1962 
1963 
1964 
1965 
1966 
1967 
1968 

Source:  College  of  Physicians  and  Surgeons  of  Ontario,  Report,  January,  1969. 


660 

57 

294 

1,053 

711 

59 

248 

1,048 

734 

63 

276 

1,099 

831 

105 

292 

1,237 

878 

100 

309 

1,306 

783 

131 

373 

1,304 

854 

177 

363 

1,394 

873 

209 

443 

1,525 
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Information  on  the  number  of  internes  and  residents  in  Ontario  is  shown  in 
Table  6.9.  In  each  year  they  do,  in  fact,  provide  a  large  volume  of  physicians' 
services  in  hospitals.  They  have  grown  in  number  by  almost  50  per  cent  from 
1961  to  1968.  We  note  again  the  very  large  reliance  being  placed  on  physicians 
educated  in  countries  other  than  Canada. 

The  increase  in  the  number  of  physicians  certified  as  specialists  has  been 
rapid.  Data  presented  in  Table  6.10  clearly  illustrate  this  trend  from  1961  to 
1966;  the  number  of  specialists  in  Ontario  has  increased  by  nearly  25  per  cent 
from  3,092  to  4,222.  Interestingly,  the  following  eight  specialties  account  for 
roughly  75  per  cent  of  all  specialists:  anaesthesia,  general  surgery,  internal  medi- 
cine, obstetrics  and  gynaecology,  ophthalmology,  paediatrics,  psychiatry,  and 
diagnostic  radiology.  Of  these,  the  most  rapidly  increasing  are  psychiatry  and 

TABLE  6.10 

Certificated  Specialists  of  the  Royal  College  of  Physicians  and  Surgeons,  by 

Specialty  and  Number  of  Specialists,  and  Population  per  Specialist  Ratio, 

Ontario,  1961  and  1966 


September  30,  1961 

Population  per 
Number  specialist 


April  30,  1966 

Population  per 
Number  specialist 


Anaesthesia 

Bacteriology 

Cardiovascular 

and  thoracic 

surgery 
Dermatology 
General  surgery 
Internal  medicine 
Neurology 
Neurosurgery 
Obstetrics  and 

gynaecology 
Ophthalmology 
Orthopaedic 

surgery 
Otolaryngology 
Paediatrics 
Pathology 
Physical  medicine 
Plastic  surgery 
Psychiatry 
Diagnostic 

radiology 
Therapeutic 

radiology 
Urology 

Total 


247 
50 


13 

53 

631 

472 

23 

18 

292 
154 

86 

141 

219 

99 

13 

23 

229 

175 

78 

76 

3,092 


25,000 

370 

123,000 

54 

475,000 

22 

116,000 

69 

9,800 

756 

13,100 

603 

268,000 

35 

343,200 

28 

21,200 

377 

40,100 

210 

71,800 

124 

43,800 

174 

28,200 

281 

62,400 

175 

476,000 

17 

268,600 

39 

26,900 

389 

35,300 

285 

79,200 

96 

81,300 

118 

18,400 
126,000 


310,000 

99,000 

9,000 

11,300 

194,000 

244,000 

18,100 
32,500 

55,100 
39,000 
24,300 
39,000 
402,000 
175,000 
17,500 

24,000 

71,200 
57,900 


4,222 


Source:  Royal  College  of  Physicians  and  Surgeons  of  Canada,  reply  to  Questionnaire  "A", 
Committee  on  the  HeaIing*Arts. 
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diagnostic  radiology,  with  anaesthesia  and  ophthalmology  close  behind.  That  there 
has  been  a  significant  change  in  the  overall  degree  of  specialization  among  physi- 
cians and  thus  in  the  pattern  of  delivering  health  care  is  apparent.  This  increasing 
specialization  probably  results  from  three  factors:  the  increasing  demand  by  con- 
sumers for  specialized  treatment;  the  advances  made  in  medical  technology;  and 
the  research  opportunity  provided  by  government  for  the  development  of 
specialization. 

Though  the  proportion  of  physicians  certified  as  specialists  has  increased,  it 
does  not  necessarily  follow  that  the  volume  of  general  practitioner  services  has 
fallen.  With  few  specialists,  general  practitioners  may  well  have  spent  a  great  deal 
of  time  attempting  to  provide  specialty  care  that  they  did  not  do,  and  were  not 
trained  to  do,  efficiently.  If  this  was  so,  then  the  coming  of  specialists  may  well 
have  released  large  amounts  of  time  that  are  now  available  for  the  rendering  of 
general  medical  services. 

Information  on  the  type  of  activity  on  which  physicians  spend  their  time  com- 
pletes our  inventory  of  physicians.  In  Table  6.11  we  present  information  on  the 
proportion  of  time  spent  providing  medical  care  and  that  spent  in  administration, 
research,  teaching  and  other  activities.  Though  they  spend  less  time  providing 

TABLE  6.11 

Percentage  of  Medical  Time  Devoted  to  Patient  Care,  Administration,  Teaching, 

Research  and  Other  Activities,  Ontario,  1968 


Type  of  activity 

General  practitioners 

Specialists 

All  doctors 

Fee-for-service  care 
Salaried  care 

75.1 
13.9 

60.4 
14.6 

66.6 
14.3 

Administration 
Teaching 
Research 
Other  activities 

4.9 
1.4 
1.9 

2.7 

89.0 

8.4 
8.0 
4.4 
4.1 

75.0 

80.9 
6.9 
5.3 
3.4 
3.5 

Total 

100.0 

10.9 

100.0 

24.9 

19.1 
100.0 

Source:  Survey  of  the  Medical  Profession  in  Ontario,  Tabular  Summary,  Table  IX  (Research  and 
Planning  Branch,  Ontario  Department  of  Health)  September  1968  (mimeo). 

direct  medical  care  than  general  practitioners,  specialists  still  devote  75  per  cent 
of  their  time  in  this  activity.  Moreover,  the  amount  of  time  spent  by  the  general 
practitioner  doing  his  own  office  book  work  and  records  may  well  be  under- 
estimated in  Table  6.11,  in  contrast  to  that  of  the  specialist.  The  specialist  by 
and  large  works  in  an  environment  in  which  these  kinds  of  administrative  duties 
are  handled  by  someone  else  —  such  as,  for  example,  the  hospital  accounting 
department.  In  general,  however,  it  appears  that  on  average,  physicians  spend  80 
per  cent  of  their  time  delivering  medical  care.  This  is  thus  a  major  qualification 
that  must  be  added  to  the  use  of  the  raw  physiciampopulation  data  of  Table  6.6 
for  measuring  the  availability  of  physicians'  services. 
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Nursing  Personnel 

Though  the  dollar  value  of  the  services  provided  by  physicians  may  be  high 
enough  to  rank  them  as  the  principal  group  of  health  care  manpower,  the  nursing 
labour  force  is  by  far  the  principal  group  when  judged  by  sheer  numbers  of 
workers.  We  have  noted  already  that  nursing  personnel  of  all  kinds  account  for 
over  70  per  cent  of  skilled  or  semi-skilled  health  care  manpower  in  Ontario.  Of 
this  group,  registered  nurses  and  registered  nursing  assistants  are  the  largest  sub- 
groups, followed  by  student  nurses,  orderlies,  trainee  nursing  assistants,  and 
various  smaller  subgroups.  We  now  consider  in  some  detail  the  characteristics  of 
the  two  major  subgroups. 

The  growth  in  the  number  of  registered  nurses  in  Ontario  over  the  period 
1930  to  1968  is  seen  in  data  presented  in  Table  6.12.  We  note  that  there  has 

TABLE  6.12 
Number  of  Nurses  on  the  Register,  Ontario,  1930-1968 

Year  Number  registered 

1930  7^965 

1940  13,203 

1950  18,300 

1960  34,819 

1962  41,036 

1963  43,991 

1964  46,737 

1965  48,922 

1966  50,786 

1967  54,513 
1968 59,115 

Sources:  For  the  years  1930-1960,  College  of  Nurses  of  Ontario,  reply  to  Questionnaire  "A", 
Committee  on  the  Healing  Arts. 

For  the  years   1962-1967,  Canadian  Nurses'  Association,   Countdown  1968:  Canadian 
Nursing  Statistics,  p.  61. 
For  the  year  1968,  College  of  Nurses  of  Ontario. 

TABLE  6.13 

Number  of  Full-time  and  Part-time  Registered  Nurses,  Ontario,  by  Place  of 

Residence  and  Employment  Status,  1966-1967 


1966 

1967 

Nurses  registered  in  Ontario 

50,721 

54,492 

Nurses  registered  but  not 

resident  in  Ontario 

4,043 

4,488 

Nurses  employed,  resident  in  Ontario 

Full  time 
Part  time 

22,8361 
9,928/ 

32,764 

23,576\ 
10,607/ 

34,183 

Nurses  not  employed 

12,043 

12,718 

Employment  status  not  known 

1,871 

3,103 

Source:  Canadian  Nurses'  Association,  Countdown  1967 :  Canadian  Nursing  Statistics  and 
Countdown  1968. 
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been  a  fairly  steady  increase  in  the  number  of  registered  nurses.  As  an  indica- 
tion of  the  availability  of  registered  nurses  in  Ontario,  however,  these  data  require 
a  number  of  qualifications.  In  the  first  place,  there  is  a  substantial  number  of 
nurses  registered  in  Ontario  but  working  in  some  other  province  or  in  another 
country;  and  of  course  there  are  some  nurses  registered  in  other  provinces  or 
countries  but  not  in  Ontario  who  are,  however,  providing  nursing  services  in 
Ontario.  An  indication  of  the  size  of  the  first  group  is  given  by  the  data  presented 
in  Table  6.13.  We  note  that  nurses  registered,  but  not  resident,  in  Ontario 
accounted  for  approximately  8  per  cent  of  registered  nurses  in  both  1966 
and  1967. 

A  second  qualification  involves  the  basic  question  of  whether  they  are  currently 
employed.  From  the  data  in  Table  6.13  we  note  that  just  under  24  per  cent  of 
registered  nurses  in  both  1966  and  1967  reported  that  they  were  not  employed. 
Moreover,  the  employment  status  of  an  additional  5  per  cent  or  so  was  unknown. 

A  third  qualification  that  must  be  made  before  data  on  registered  nurses  are 
used  to  indicate  the  supply  of  their  services  in  Ontario  involves  consideration  of 
whether  they  work  full  time  or  part  time.  Again,  data  presented  in  Table  6.13 
are  instructive.  We  note  that  in  both  1966  and  1967  some  30  per  cent  of  employed 
registered  nurses  were  employed  on  a  part-time  basis. 

The  numbers  of  newly  registered  nurses  in  the  province  are  determined  by  the 
output  of  nursing  schools  in  Ontario  and  by  the  immigration  of  nurses  from  else- 
where. The  upper  limit  on  additions  from  the  first  source  is  indicated  by  the 
number  of  graduates  from  both  diploma  and  B.Sc.  programs  in  Ontario.  These 

TABLE  6.14 


Number  of  Nursing 

Students  and  Graduates  in  Ontario, 

1960-1968 

Diploma  programs 

Year 

Enrolment 

Graduates 

1960  6,675  1,881 

1961  7,190  1,910 

1962  7,591  2,096 

1963  7,724  2,174 

1964  7,929  2,353 

1965  8,138  2,477 

1966  8,439  2,410 

1967  8,599  2,477 

1968  9,294  2,748 

B.Sc.  programs 


Admissions  Graduates 


1965  190  84 

1966  212  92 

1967 212 IK) 

Source:  Diploma  programs:  Ontario  Hospital  Services  Commission,  Annual  Reports  (Statistical 
Supplements),  1960-1968. 

B.Sc.  programs :  For  1965,  Canadian  Nurses'  Association  Research  Unit,  Statistical  Data  on 
Schools  of  Nursing  in  Canada,  1966. 
For  1966-1967,  Canadian  Nurses'  Association,  Countdown   1967  and  Countdown  1968. 
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data  are  shown  in  Table  6.14.  The  most  striking  fact  discernible  from  these  data 
is  the  overwhelming  predominance  of  the  graduates  from  the  diploma  programs; 
those  from  degree  programs  account  for  only  4  per  cent  of  all  graduates.  We 
might  also  draw  attention  to  the  steady  increase  in  graduates  from  diploma  courses 
over  the  first  five  years  of  the  last  decade,  followed  by  three  years  of  near  con- 
stant output,  and  finally  the  significant  increase  in  the  number  of  graduates  in 
1968  over  the  previous  year. 

We  should  also  again  mention  the  role  played  by  student  nurses  in  the  pro- 
vision of  nursing  services.  Although  the  amount  of  service  required  of  student 
nurses  during  their  training  program  is  declining,  it  is  substantial  and  amounts 
to  a  significant  part  of  the  nursing  services  provided  in  some  hospitals.  Thus  the 
enrolment  in  nursing  programs  represents  both  potential  increases  in  the  supply 
of  registered  nurses  and  also  actual  supplies  of  nursing  services  at  present.  Indeed 
the  labour  force  of  student  nurses  in  diploma  programs  stood  at  8,599  persons  in 
1967;  this  would  represent  an  addition  of  25  per  cent  to  the  number  of  nurses 
registered  and  employed  in  Ontario.  Thus  even  if  these  student  nurses  have  not 
acquired  abilities  equal  to  those  of  the  registered  nurses,  they  must  still  be  recog- 
nized as  a  significant  body  of  health  care  manpower. 

The  second  prime  source  of  additions  to  the  supply  of  registered  nurses  is 
immigration.  In  Table  6.15  we  present  data  on  the  number  of  nurses  registered 
in  Ontario  and  Canada  as  a  whole  but  trained  elsewhere.  As  in  the  case  of  physi- 

TABLE  6.15 
Number  of  Foreign  Nursing  Graduates  Newly  Registered  in  Canada  and  Ontario, 

1964-1967 

Year Canada Ontario 

1964  1,417  506 

1965  2,076  731 

1966  2,855  1,151 

1967 3,328 1,528' 

1  Of  whom  531  came  from  England  and  Wales  and  530  from  the  Philippines. 
Source:  Canadian  Nurses'  Association,  Research  Unit. 

cians,  we  note  the  heavy  reliance  that  is  placed  on  foreign-trained  nurses.  Of  the 
3,771  increase  in  the  number  of  registered  nurses  from  1966  to  1967,  roughly 
one-third  were  nurses  trained  in  countries  other  than  Canada.  Moreover,  the 
number  of  foreign-trained  nurses  registered  has  been  increasing  at  an  extremely 
rapid  rate;  over  the  four-year  period  from  1964  to  1967,  there  has  been  a  three- 
fold increase. 

Before  proceeding  to  look  at  the  kinds  of  registered  nurses  and  services  that 
are  available  in  Ontario,  we  might  look  briefly  at  the  number  of  registered  nurses 
who  are  primarily  engaged  in  the  training  and  education  of  nurses  rather  than  in 
the  provision  of  direct  nursing  services.  In  Table  6.16  we  present  data  on  the 
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number  of  full-time  faculty  members  in  nursing  education  programs  in  1965  to 
1968.  The  trend  towards  the  use  of  registered  nurses  with  a  B.Sc.  degree  in  the 
diploma  programs  is  noteworthy;  especially  so  is  the  sharp  increase  from  284 
in  1966  to  602  in  1968.  Such  personnel  thus  represented  almost  60  per  cent  of 
the  full-time  faculty  on  diploma  programs  in  1968,  as  compared  to  33  per  cent 
in  1965. 

Information  on  the  field  of  employment  of  nurses  registered  in  Ontario  in 
1967  is  given  in  Table  6.17.  By  far  the  largest  number  of  nurses  are  employed 
in  the  hospital  or  similar  institution;  these  accounted  for  approximately  80  per 
cent  of  all  registered  nurses  in  1967.  The  second  largest  field  of  employment  was 
that  of  public  health,  which  accounted  for  7.2  per  cent  of  fully  employed  nurses. 
Interestingly,  private  practice,  though  small,  still  accounts  for  the  second  largest 
percentage  of  registered  nurses  employed  on  a  part-time  basis,  although  again 
the  hospital  is  by  far  the  principal  employer  of  part-time  nurses. 

Given  that  the  hospital  is  the  prime  setting  in  which  nursing  services  are 
provided,  we  have  presented  in  Table  6.18  data  describing  employment  of  various 
types  of  nursing  personnel  by  type  of  hospital  in  1966  and  for  public  general 
hospitals  only  in  1968.  Again  we  draw  attention  to  the  many  different  types  of 
nursing  personnel.  We  note  that  graduate  nurses  are  the  largest  single  group  of 
nursing  personnel  in  the  hospital.  They  represent  about  30  per  cent  of  all  full- 
time  nursing  personnel.  Student  nurses  then  add  further  to  the  supply  of  nursing 
services  and  account  for  about  16  per  cent.  The  other  large  group  of  nursing  per- 
sonnel in  hospitals  is  that  of  nursing  assistants  and  nursing  assistant  trainees. 
Together  they  account  for  a  further  18  per  cent  of  full-time  nursing  personnel  in 
hospitals.  It  is  to  the  registered  nursing  assistants  that  we  now  turn. 

TABLE  6.17 

Number  of  Professional  Nurses,  Registered  and  Employed  in  Ontario,  by  Field  of 
Employment  and  Employment  Status,  1967 

Employment  status 
Field  of  employment  Total  Full  time  in  nursing         Part  time  in  nursing 

Number       Per  cent        Number        Per  cent 

Total  33,877        23,304        100.0        10,573        100.0 

Hospital  or  other  institution 

School  of  nursing 

Private  practice 

Public  health  (other  than 

school  health) 
School  health 
Occupational  health 
Office  (physician  or  dentist) 
Other  specified  field 
Field  not  reported 

Source:  Canadian  Nurses'  Association,  Research  Unit,  1968. 
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Following  registered  nurses,  registered  nursing  assistants  are  the  second  largest 
group  of  nursing  personnel.  Moreover,  their  numbers  have  grown  extremely 
rapidly;  only  in  the  most  recent  years  has  this  growth  rate  shown  signs  of  tapering 
off,  as  may  be  seen  from  an  examination  of  the  data  presented  in  Table  6.19. 
We  note  that  the  annual  rate  of  growth  in  numbers  registered  was  about  43  per 
cent  from  1960  to  1961,  and  that  by  1967-1968  it  had  fallen  to  6.5  per  cent. 

TABLE  6.19 
Number  of  Nursing  Assistants,  Registered  in  Ontario,  1960-1968 

Year  Number 

1960  3,532 

1961  5,018 

1962  6,475 

1963  8,183 

1964  9,541 

1965  10,959 

1966  12,223 

1967  14,011 
1968 14,907 

Sources:  College  of  Nurses  of  Ontario. 

Additions  to  the  supply  of  nursing  assistants  come  primarily  from  the  training 
programs  in  Ontario.  These  are  of  three  types  as  shown  by  the  data  in  Table 
6.20  —  namely,  the  hospital-based  program,  the  vocational  school  which  is 
usually  a  high  school-based  program,  and  programs  operated  by  the  Department 
of  Health.  Clearly  the  hospital-based  and  Department  of  Health  programs  have 
been  the  significant  ones;  when  taken  together  they  account  for  well  over  90  per 
cent  of  all  graduates.  Noticeably,  however,  the  number  of  graduates  from  these 
two  programs  has  not  increased  very  much  at  all  in  the  period  from  1963  to 
1966.  In  sharp  contrast,  graduates  from  vocational  schools  increased  from  thirty 

TABLE  6.20 

Numbers  Admitted  and  Numbers  Graduated  in  Provincially  Approved  Programs 

for  Nursing  Assistants,  Ontario,  1963-1967 


Graduations 

Vocational 

school 

Department 

Hospital 

(high  school 

of 

Admissions 

Total 

school 

based) 

Health 

1963 

n.a. 

1,134 

633 

30 

471 

1964 

1,502 

1,206 

613 

36 

557 

1965 

1,505 

1,146 

669 

65 

412 

1966 

1,584 

1,292 

654 

98 

540 

1967 

1,760 

1,388 

n.a. 

n.a. 

n.a. 

Sources:  Admissions  from  Canadian  Nurses'  Association,  Countdown  1968. 

Graduations  from  V.V.  Murray,  Nursing  in  Ontario,  Committee  on  the  Healing  Arts, 
Queen's  Printer,  Toronto,  1970,  p.  168. 
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to  ninety-eight  over  this  period,  which  represented  a  large  proportionate  increase. 
We  might  also  draw  attention  to  the  near  constancy  of  the  number  of  admissions 
to  provincially  approved  programs  from  1964  to  1966,  and  then  the  significant 
jump  of  nearly  200  students  from  1966  to  1967. 

From  the  data  presented  in  Table  6.21,  we  see  that  in  1967  registered  nurses 
without  a  degree  again  account  for  the  major  part  of  the  faculty  of  the  nursing 
assistant  programs.  Registered  nurses  with  a  B.Sc.  degree  account  for  only  23  per 
cent  of  all  faculty  members  in  provincially  approved  training  programs. 

TABLE  6.21 

Full-time  Nurse  Faculty  Members  in  Provincially  Approved  Programs  for  Nursing 

Assistants  in  Ontario,  by  Highest  Academic  Degree,  November  1967 


Highest  academic  degree  of  faculty  members  in  nursing  assistant  programs 

Total 

R.N.  and                              R.N.  and                              R.N.  and 

no  degree                     baccalaureate  degree                master's  degree 

155 

118                                 36                                   1 

Source:  Canadian  Nurses'  Association,  Countdown  1968. 

An  indication  of  the  actual  supply  of  nursing  services  provided  by  registered 
nursing  assistants  is  shown  by  the  data  contained  in  Table  6.22.  We  first  note 
that  of  the  14,011  registered  nursing  assistants  in  Ontario  in  1967  (as  shown  in 
Table  6.19),  only  10,890  or  77  per  cent  were  employed.  Second,  of  these,  only 
8,348  or  about  84  per  cent  of  the  employed  were  on  a  full-time  basis. 

The  data  contained  in  Table  6.22  describe  also  the  field  of  employment  ot 
registered  nursing  assistants  and  thus  the  kind  of  nursing  services  provided  by 
them.  Without  question,  the  hospital  is  the  prime  location  of  activity;  it  accounts 
for  the  employment  of  92  per  cent  of  fully  employed  nursing  assistants.  When 
the  employment  of  these  personnel  in  nursing  homes  is  added  to  that  in  hospitals, 
we  have  accounted  for  almost  95  per  cent  of  the  employment  of  all  nursing 
assistants. 

The  final  characteristic  of  the  training  and  use  of  nursing  personnel  in  general 
to  which  we  would  like  to  draw  attention  is  the  provision  of  specialized  nursing 
services  for  patients  with  psychiatric  disorders.  In  Table  6.23,  we  present  informa- 
tion on  the  training  facilities  for  nursing  personnel  in  mental  hospitals  and  the 
psychiatric  units  of  other  hospitals.  Programs  are  available  in  some  of  these  insti- 
tutions for  undergraduate  and  postgraduate  training  of  psychiatric  nurses.  In 
addition,  there  are  training  programs  for  regular  nurses,  nursing  assistants, 
orderlies  and  other  health  care  personnel. 

Dentists  and  Other  Dental  Personnel 

As  judged  by  the  dollar  value  of  the  services  provided,  dentists  must  be  considered 
the  principal  manpower  group  providing  dental  services.  Given  this  fact,  it  is 
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TABLE  6.23 
Nurse  Training  Facilities  in  Reporting  Mental  Hospitals  and  Psychiatric  Units, 

1962-1966 


Category 

1962 

1963 

1964 

1965 

1966 

Mental  hospitals 

1.   (a) 

Approved  school  of  nursing 

3 

3 

3 

3 

— 

(b) 

Number  of  graduates 

28 

58 

116 

63 

— 

2.    (a) 

Hospital  provides  formal  training 

for  psychiatric  nurses 

1 

1 

2 

1 

1 

(b) 

Number  of  graduates 

17 

16 

21 

17 

8 

3.    (a) 

Affiliation  provided  for 

undergraduate  nurses 

16 

14 

12 

13 

13 

(b) 

Number  of  affiliates  trained 

during  year 

1,486 

1,793 

1,864 

1,789 

1,671 

4. 

Hospital  provides  postgraduate 
course  for  registered  nurses  in 

psychiatric  nursing 

3 

5 

5 

7 

4 

5.    (a) 

Hospital  provides  a  formal 
program  for  ancillary  nursing 

personnel 

18 

20 

20 

22 

23 

(b) 

Number  of  graduates  from 
hospitals  formal  training 

nurse's  aides 

481 

498 

295 

397 

251 

orderlies 

158 

37 

233 

324 

202 

psychiatric  aides 

130 

136 

285 

270 

171 

other 

265 

435 

229 

105 

67 

Mental  hospitals 

Psychiatric  units 

1.    (a) 

Unit  utilized  for  formal 
psychiatric  preparation  of  basic 

professional  student  nurses 

13 

13 

14 

15 

— 

(b) 

Number  of  basic  professional 

student  nurses  during  year 

637' 

664 

6582 

957 

— 

2.    (a) 

Unit  utilized  for  formal 
psychiatric  preparation  of 

psychiatric  student  nurses 

— 

— 

1 

3 

— 

(b) 

Number  of  psychiatric  student 

nurses  during  year 

— 

— 

59 

1 

— 

3.    (a) 

Unit  utilized  for  formal 
psychiatric  training  of  nursing 
assistants 

(b) 

Number  of  nursing  assistant 
trainees  during  year 

4. 

Hospital  provides  an  organized 
postgraduate  program  for 

registered  nurses 

1 

1 

1 

1 

— 

Number  of  nurses  who 

completed  program 

6 

5 

— 

29 

1  Includes  all  undergraduate  nurses. 

2  Ibid. 

Source:  DBS.  Mental  Health  Statistics,  Vol.  Ill,   Institutional  Facilities  Ser\ices  and   Finances 
annually. 
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interesting  to  note  that  the  dentist:  population  ratio  has  been  steadily  increasing 
in  Ontario  since  1931,  as  shown  by  the  data  in  Table  6.24.  These  data  show 
clearly  that  the  number  of  dentists  has  not  kept  pace  with  the  growth  in  popula- 
tion. The  dentist:population  ratios  shown  in  Table  6.24,  however,  are  subject  to 
the  same  caveats  made  in  connection  with  the  data  on  physicians  set  out  earlier. 
The  steadily  increasing  ratios  shown  in  Table  6.24  do  not  necessarily  reflect  a 
relative  decline  in  the  quantity  of  dental  services  available  in  Ontario.  For 
example,  the  increased  productivity  of  dentists  as  a  result  of  the  introduction  of 
high  speed  drilling  might  have  more  than  offset  this  increasing  dentistipopulation 
ratio. 

It  is  thus  instructive  to  examine  the  dentistipopulation  ratios  in  Table  6.25 
for  provinces  other  than  Ontario  and  for  other  countries.  We  note  that  Ontario 


TABLE  6.24 
Number  of  Dentists  and  Population  per  Dentist,  Ontario,  1911-1968 


Number  of  dentists 


Population  per  dentist 


1911 

1,127 

1921 

1,377 

1931 

1,852 

1938 

1,932 

1941 

1,891 

1943 

1,938 

1944 

2,026 

1945 

2,062 

1946 

2,107 

1947 

2,081 

1948 

2,032 

1949 

1,984 

1950 

1,995 

1951 

2,103 

1952 

2,154 

1953 

2,218 

1954 

2,220 

1955 

2,231 

1956 

2,270 

1957 

2,297 

1958 

2,370 

1959 

2,476 

1960 

2,477 

1961 

2,513 

1962 

2,522 

1963 

2,552 

1964 

2,599 

1965 

2,623 

1966 

2,687 

1967 

2,732 

1968 

2,810 

2,242 
2,130 
1,853 
1,882 
2,003 
2,004 
1,932 
1,922 
1,898 
1,967 
2,055 
2,155 
2,194 
2,126 
2,134 
2,159 
2,226 
2,293 
2,320 
2,353 
2,378 
2,351 
2,410 
2,432 
2,473 
2,485 
2,481 
2,511 
2,505 
2,548 
2,473 


1  Male-Female  ratio  for  number  of  registered  dentists  in  1968  is  2,735:75. 
Source:  Canadian  Dental  Association,  Bureau  of  Economic  Research. 
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TABLE  6.25 

Population  per  Dentist  and  Dentists  per  10,000  Population,  Provincial  and 

International  Comparisons,  1967 

Dentists  per  10,000 
Province  or  Country  Population  per  dentist  population 

Newfoundland  9,674  1.0 

Prince  Edward  Island  3,618  2.8 

Nova  Scotia  3,203  3.1 

New  Brunswick  4,708  2.1 

Quebec  3,732  2.7 

Ontario  2,548  3.9 

Manitoba  3,265  3.1 

Saskatchewan  4,342  2.3 

Alberta  2,909  3.4 

British  Columbia  2,387  4.2 

Canada  3,064  3.3 

United  States1  1,900  5.3 

Sweden1  1,500  6.7 

Australia' 2,300 43 

1  1966  figures. 

Sources  :  Canadian  Dental  Association,  Bureau  of  Economic  Research. 

Royal  College  of  Dental  Surgeons,  Brief  to  the  Committee  on  the  Healing  Arts. 

appears  to  have  had  the  second  largest  supply  of  dentists  relative  to  population  of 
the  Canadian  provinces.  The  international  comparisons  shown  in  the  same  table 
suggest,  however,  that  there  is  little  cause  for  complacency  in  Ontario;  there 
would  appear  to  be  a  definite  shortage  of  dentists  in  Ontario,  and  especially  so  in 
Canada  at  large  as  judged  by  international  standards. 

The  sources  of  recruitment  and  loss  in  numbers  of  Ontario  dentists  are 
identified  in  Table  6.26.  The  net  increase  of  119  dentists  in  1968  resulted  from 
the  addition  of  131  new  graduates,  twenty-six  dentists  moving  to  Ontario,  twenty- 
six  deaths  and  retirements,  six  dentists  migrating  from  the  province,  and  six  with- 
drawals for  other  reasons.  There  are  at  least  three  interesting  conclusions  to  be 
inferred  from  the  data  presented  in  this  table.  First,  the  mobility  of  dentists 
appears  to  have  been  very  low  except  possibly  for  new  graduates  coming  from 
other  provinces.  Second,  the  data  on  deaths  and  retirements  indicate  the  presence 
of  an  abnormal  age  distribution  of  dentists.  The  paucity  of  dental  graduates  in 
the  1930's  perhaps  accounts  in  part  for  the  worsening  dentist:population  ratio  in 
Ontario.  Third,  the  number  of  new  graduates  from  Ontario  dental  schools  does 
not  appear  to  have  kept  pace  with  changes  in  population  and  the  demand  for 
dental  care.  We  might  thus  look  in  more  detail  at  the  output  of  new  dentists  from 
Ontario  dental  schools. 

Until  recently  the  story  of  dental  education  in  Ontario  was  the  story  of  the 
Faculty  of  Dentistry  at  the  University  of  Toronto.  With  the  establishment  of  a 
Faculty  of  Dentistry  at  the  University  of  Western  Ontario  this  is  changing,  although 
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the  faculty  at  Western  will  graduate  its  first  class  in  1970  and  will  not  graduate 
a  full-sized  class  until  1974  when  fifty-two  graduates  are  anticipated.  A  major 
increase  in  the  number  of  graduates  occurred  in  1963,  when  the  University  of 
Toronto's  graduating  class  size  increased  by  over  50  per  cent.  From  1963-1964 
to  1967-1968  the  number  of  full-time  undergraduates  enrolled  increased  from  480 
to  498,  while  the  number  of  graduates  per  year  did  not  increase  to  any  appreci- 
able extent  in  the  same  period. 

In  Table  6.27  we  present  data  which  describe  the  number  of  dentists  graduated 
from  the  University  of  Toronto.  We  see  that  the  numbers  slowly  but  steadily 
increase  until  1963,  when  there  was  the  substantial  increase  that  we  have  already 
noted.  Thereafter  the  number  of  graduates  remain  almost  constant.  It  will  also  be 
noticed  that  in  1950-1951  the  numbers  of  graduates  were  particularly  large.  This 
was  the  result  of  a  policy  on  the  part  of  the  Faculty  of  Dentistry  of  admitting 
practically  all  of  the  eligible  ex-servicemen  who  applied  to  the  faculty. 

TABLE  6.27 
Numbers  Graduated  from  the  University  of  Toronto  School  of  Dentistry, 

1947-1969 

No.  graduated  No.  graduated 


1947 

75 

1948 

24 

1949 

75 

1950 

168 

1951 

152 

1952 

85 

1953 

75 

1954 

69 

1955 

78 

1956 

76 

1957 

78 

1958 

75 

1959 

74 

1960 

94 

1961 

72 

1962 

85 

1963 

124 

1964 

120 

1965 

123 

1966 

121 

1967 

122 

1968 

127 

1969 

129 

Sources:  For  1947-1962,  B.A.  McFarlane,  Dental  Manpower  in  Canada,  Royal  Commission  on 
Health  Services,  Queen's  Printer,  Ottawa,  1965,  p.  15. 

For  1963-1967,  University  of  Toronto,  Faculty  of  Dentistry,  reply  to  Questionnaire  "A", 
Committee  on  the  Healing  Arts. 
For  1968-1969,  the  Faculty  Registrar's  office. 

In  general,  there  would  seem  to  be  little  doubt  that  education  institutions 
concerned  with  the  training  and  education  of  dentists  have  not  been  sufficiently 
responsive  to  changes  in  population  and  the  demand  for  dental  services. 

Compared  to  physicians,  relatively  few  dentists  engage  in,  and  limit  their  acti- 
vities to,  specialized  practice.  The  data  contained  in  Table  6.28  show  that  only 
178  of  the  2,810  dentists  registered  in  1968  limited  their  practice  to  specialties. 
On  the  other  hand,  there  has  been  fairly  steady  growth  in  the  proportion  of  such 
specialists.  In  1955  only  4  per  cent  of  dentists  were  specialists.  By  1968  this 
figure  had  grown  to  6.3  per  cent.  Of  the  four  specialties,  orthodontics  is  the 
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prominent  one;  it  accounts  for  almost  50  per  cent  of  all  specialists.  The  smallest 
one,  paedodontics,  has  grown  proportionately  the  fastest,  from  five  dentists  in  1955 
to  sixteen  in  1968.  The  growth  of  orthodontics  and  periodontics  also  has  been 
fairly  rapid.  Accordingly,  the  move  towards  increased  specialization  among  physi- 
cians is,  with  a  substantial  lag,  also  in  evidence  among  dentists. 

TABLE  6.28 
Ontario  Dentists  Limiting  their  Activities  to  Specialties,  by  Specialty,  1955-1968 


Total 

Oral  surgery 

Orthodontics 

Paedodontics 

Periodontics 

1955 

89 

28 

41 

5 

15 

1956 

92 

30 

42 

5 

15 

1957 

93 

31 

44 

5 

13 

1958 

103 

34 

50 

6 

13 

1959 

104 

33 

51 

6 

14 

1960 

108 

33 

56 

6 

13 

1961 

116 

35 

61 

6 

14 

1962 

123 

34 

67 

6 

16 

1963 

125 

35 

71 

— 

19 

1964 

129 

35 

74 

— 

20 

1965 

130 

35 

74 

— 

21 

1966 

153 

37 

79 

9 

28 

1967 

165 

36 

85 

11 

33 

1968 

178 

40 

87 

16 

35 

Source  :  Canadian  Dental  Association,  Bureau  of  Economic  Research. 

Information  on  the  way  in  which  dentists  provide  dental  care  can  be  gleaned 
from  Table  6.29  wherein  we  present  information  on  the  kinds  of  other  dental 
personnel  employed  by  dentists.  Dentists  employ  several  different  kinds  of  dental 
personnel:  secretary-receptionists,  chairside  assistants,  dental  hygienists,  and  dental 
laboratory  technicians.  Surveys  of  dental  practices  in  Ontario  were  made  in  1963 
and  1967  to  determine  the  numbers  of  such  auxiliary  personnel  employed.  Some 
of  the  results  of  these  surveys  are  shown  in  this  table.  For  example,  it  may  be 
estimated  from  these  ratios  that  the  2,810  Ontario  dentists  would  employ  2,822 
assistants,  287  of  them  part  time,  and  753  secretaries,  112  of  whom  would  be 
part  time.  Of  significance  is  the  marked  increase  in  the  use  of  all  four  kinds  of 
other  dental  personnel  in  the  period  from  1963  to  1967.  Of  even  greater  signi- 
ficance, however,  is  the  limited  use  being  made  of  these  personnel.  This  is  especi- 
ally so  in  the  case  of  dental  hygienists  and  technicians. 

Dental  Hygienists  and  Dental  Technicians 

More  detailed  statistics  are  available  for  the  formally  trained  and  registered  dental 
hygienists  and  registered  dental  laboratory  technicians  than  for  the  secretary- 
receptionists  and  chairside  assistants,  because  the  latter  are  usually  trained  on  the 
job  and  are  not  licensed  or  registered. 

The  number  of  dental  hygienists  in  Ontario  is  set  out  in  Table  6.30.  Their 
numbers  appear  to  have  increased  directly  as  a  result  of  the  output  of  the  Uni- 


Selected  Detailed  Data  on  Health  Care  Manpower      177 

TABLE  6.29 

Percentage  of  Dentists  Employing  Full-time  and  Part-time  Auxiliary  Personnel, 

by  Type  of  Personnel,  Ontario,  1963,  1967 


Hygienists 

Technicians 

Assistants 

Secretaries 

Year 

Full 
time 

Part 

time 

Full 
time 

Part 
time 

Full 
time 

Part 
time 

Full 
time 

Part 
time 

1963 

1.7 

4.1 

2.4 

2.9 

82 

20 

13.1 

10.5 

1967 

5.35 

7.53 

3.9 

2.1 

85.8 

19.43 

21.7 

7.5 

Source:  R.  K.  House,  Dentistry  in  Ontario,  Committee  on  the  Healing  Arts,  Queen's  Printer,  Toronto, 
1970. 

versity  of  Toronto  dental  hygienists  course;  with  an  initial  lag  of  a  year  or  two, 
the  ratio  of  hygienists  to  dentists  has  steadily  improved.  It  would  still  appear  to  be 
capable  of  further  improvement.  Noticeable  is  the  relative  constancy  in  the  output 
of  dental  hygienists,  though  this  number  will  inciease  when  the  University  of 
Western  Ontario  program  begins  to  graduate  dental  hygienists. 

The  other  group  of  dental  care  personnel,  dental  laboratory  technicians,  are 
now  usually  employed  in  commercial  laboratories  engaged  in  manufacturing  dental 
prosthetic  devices,  rather  than  by  individual  dentists  themselves.  The  numbers  of 
these  establishments  are  shown  in  Table  6.31  for  the  years  1962  to  1966.  Only 
the  owners  of  these  establishments  are  required  to  be  registered  laboratory  techni- 
cians. Their  employees  may  or  may  not  possess  this  qualification.  Estimates  avail- 
able from  other  sources  indicate  that  there  are  310  registered  dental  technicians 
and  550  non-registered  technicians  practising  in  Ontario.14 

TABLE  6.30 
Number  of  Dental  Hygienists  and  Dental  Hygienist:  Dentist  Ratio  in  Ontario, 

1960-1969 


Year 

Number  of  graduates 

Number  of  registered 

Hygienist:  dentist 

(University  of  Toronto) 

dental  hygienists 

ratio 

1960 



42 

_ 

1961 

— 

48 

— 

1962 

— 

58 

— 

1963 

38 

57 

— 

1964 

45 

98 

1:27 

1965 

47 

116 

1:23 

1966 

44 

189 

1:14 

1967 

46 

238 

1:11 

1968 

41 

297 

1:10 

1969 

37 

317 

n.a. 

Source:  Canadian  Dental  Association,  Bureau  of  Economic  Research.    University  of  Toronto, 
Faculty  of  Dentistry,  reply  to  Questionnaire  "C",  Committee  on  the  Healing  Arts.    The 
1967,  1968  and  1969  figures  were  obtained  directly  from  the  Faculty  of  Dentistry. 


uDental  Technicians  in  Ontario,  an  unpublished  study  for  the  Committee  on  the  Healins 
Arts,  1969. 
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TABLE  6.31 
Number  of  Dental  Laboratory  Establishments  and  Number  of  Employees  and 

Owners,  Ontario,  1962-1966 


1962 

1963 

1964 

1965 

1966 

Number  of  establishments 

161 

156 

157 

161 

162 

Production  and 

related  workers 

535 

591 

598 

656 

714 

Working  partners  or  owners 

167 

159 

162 

153 

157 

All  employees 

608 

677 

675 

725 

808 

Source:  DBS,  "Scientific  and  Professional  Equipment  Manufacturers",  Annual  Census  of  Manu- 
factures, Queen's  Printer,  Ottawa ;  for  the  years  indicated  above. 

Pharmacists 

The  number  of  pharmacists  registered  to  practise  in  Ontario  is  given  in  Table 
6.32  for  the  years  1955  to  1968.  The  pharmacistpopulation  ratio  also  is  provided. 
This  ratio  shows  a  steady  decline  in  the  number  of  pharmacists  available  relative 
to  the  population  to  be  served.  These  data  should  be  interpreted  with  caution  for 
the  same  reasons  noted  earlier  in  connection  with  other  health  manpower  groups. 
For  example,  pharmacists  may  now  be  devoting  much  more  of  their  time  to  work 
as  pharmacists  rather  than  as  store  clerks,  managers  and  owners.  Moreover,  the 
average  time  required  to  prepare  a  prescription  may  well  have  fallen  drastically, 
as  an  increasing  percentage  of  drugs  come  from  pharmaceutical  firms  all  ready 
for  dispensing  to  the  patient. 

TABLE  6.32 

Pharmacists  Registered  in  the  Ontario  College  of  Pharmacy,  Population  of 

Canada,  and  Population  per  Pharmacist,  1955-1968 


Population 

Population 

Year 

Registrants 

(000's) 

per  pharmacist 

1955 

3,541 

5,266 

1,487 

1956 

3,642 

5,405 

1,484 

1957 

3,730 

5,636 

1,511 

1958 

3,772 

5,821 

1,543 

1959 

3,834 

5,969 

1,557 

1960 

3,923 

6,111 

1,558 

1961 

3,976 

6,236 

1,568 

1962 

4,027 

6,351 

1,577 

1963 

4,100 

6,481 

1,581 

1964 

4,271 

6,631 

1,553 

1965 

4,309 

6,788 

1,575 

1966 

4,347 

6,961 

1,601 

1967 

4,393 

7,149 

1,627 

1968 

4,461 

7,306 

1,638 

Source:  For  1955-1962,  T.  M.  Ross,  Pharmacist  Manpower  in  Canada,  Royal  Commission  on 
Health  Services,  Queen's  Printer,  Ottawa,  1967,  p.  8. 
For  1963-1968,  the  Ontario  College  of  Pharmacy. 
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TABLE  6.33 
International  Comparisons  of  PopuIatiomPharmacist  Ratios,  1966,  1967 


No.  of 

Population 

Population 

Province  or  country 

Year 

pharmacists 

(000's) 

per  pharmacist 

Ontario 

1967 

4,393 

7,149 

1,627 

Canada 

1966 

10,585 

20,551 

1,942 

Sweden 

1966 

2,636 

7,780 

2,951 

Finland 

1967 

4,250 

4,668 

1,098 

Norway 

1966-1967 

1,287 

3,781 

2,938 

U.S.A. 

1967 

122,420 

198,544 

1,639 

France 

1967 

26,900 

50,138 

1,864 

Netherlands 

1966 

1,158 

12,513 

10,806 

Japan 

1966 

70,810 

98,544 

1,392 

Switzerland 

1967 

1,510 

6,074 

4,023 

Israel 

1967 

1,539 

2,651 

1,723 

Source:  World  Health  Statistics  Report,  Vol.  22,  No.  3,  1969,  pp.  172-180. 

As  the  modes  of  prescribing  and  preparing  prescriptions  may  well  vary  widely 
among  countries,  the  international  data  presented  in  Table  6.33  should  also  be 
interpreted  with  caution.  It  does  appear,  however,  that,  on  a  comparative  basis, 
Ontario  is  reasonably  well  supplied  with  pharmacists. 

TABLE  6.34 

Pharmacy  Graduates  from  the  University  of  Toronto  and  Other  Jurisdictions 

Added  to  the  Register  in  Ontario,  1956-1968 

Number  of  graduates, 

University  of  Toronto,        Number  of  pharmacists 
Year Faculty  of  Pharmacy  from  other  jurisdictions Total 

1956  46  35  81 

1957  45  37  82 

1958  80  29  109 

1959  69  29  98 

1960  92  8  100 

1961  72  13  85 

1962  73  15  88 

1963  117'  12  129 

1964  76  22  98 

1965  89  12  101 

1966  79  35  114 

1967  68              35  103 
1968 86 74^ 160 

1  The  regulations  were  changed  in  1964  to  make  reinstatement  more  difficult;  therefore,  a  number  of 
pharmacists  who  had  not  needed  a  licence  because  they  worked  for  industry  or  taught,  applied  for 
one  before  the  regulation  went  into  effect. 

2  Until  July  1968,  a  regulation  of  the  Ontario  College  of  Pharmacy  limited  the  number  of  new 
registrants  from  outside  jurisdictions  to  one  per  cent  of  the  total  number  on  the  Register  per  year. 
This  provision  was  withdrawn  in  1968. 

Source  :  Ontario  College  of  Pharmacy. 
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Table  6.34  traces  the  source  of  additions  to  the  province's  complement  of 
pharmacists.  The  main  source  of  new  registrants  has  been  the  University  of 
Toronto  Faculty  of  Pharmacy.  The  number  of  pharmacists  coming  to  Ontario, 
from  other  provinces  and  from  abroad  has  also  been  a  significant  factor,  despite 
the  former  policy  of  the  Ontario  College  of  Pharmacy  to  limit  the  number  of  new 
registrants  from  other  jurisdictions  to  one  per  cent  of  the  total  number  on  the 
Register  per  year.  This  practice  ceased  in  1968;  as  a  result,  the  number  of 
registrants  from  other  jurisdictions  more  than  doubled  from  1967  to  1968. 

The  Faculty  of  Pharmacy  of  the  University  of  Toronto  is  the  sole  training 
facility  for  pharmacists  in  Ontario.  Table  6.35  shows  that  between  1947-1948 
and  1965-1966  enrolment  has  increased  from  296  to  428.  This  growth  rate,  of 
course,  has  been  too  small  to  keep  pace  with  changes  in  population.  But  growth 
has  been  particularly  characterized  by  growth  in  the  female  part  of  the  class.  In 
1947-1948,  women  represented  fifty  out  of  296  students  enrolled,  or  17  per  cent; 
by  1965-1966,  women  numbered  163  out  of  428  or  38  per  cent  of  the  students. 
By  comparison  the  number  of  male  students  remained  constant  between  about  250 
and  300  students. 

TABLE  6.35 
Enrolment  and  Graduates,  University  of  Toronto,  Faculty  of  Pharmacy, 

1947  to  1968 


Enrolment 

Year 

Male 

Female 

Total 

Graduates 

1947-1948 

246 

50 

296 

— 

1948-1949 

256 

49 

305 

— 

1949-1950 

278 

44 

322 

— 

1950-1951 

320 

44 

364 

— 

1951-1952 

364 

58 

422 

23 

1952-1953 

399 

75 

474 

45 

1953-1954 

224 

57 

281 

45 

1954-1955 

256 

62 

318 

40 

1955-1956 

276 

76 

352 

68 

1956-1957 

287 

52 

339 

86 

1957-1958 

263 

64 

327 

80 

1958-1959 

253 

69 

322 

85 

1959-1960 

254 

77 

331 

67 

1960-1961 

271 

104 

375 

72 

1961-1962 

286 

110 

396 

63 

1962-1963 

296 

131 

427 

96 

1963-1964 

271 

143 

414 

84 

1964-1965 

263 

146 

409 

98 

1965-1966 

265 

163 

428 

87 

1966-1967 

— 

— 

— 

74 

1967-1968 

— 

— 

— 

84 

Sources:  For  statistics  on  enrolment,  1947-1963,  T.  M.  Ross,  Pharmacist  Manpower  in  Canada, 
Royal    Commission    on   Health    Services,    Queen's    Printer,    Ottawa,    1967,    p.    16; 
1963-1964,  1965-1966,  Ontario  College  of  Pharmacy,  Minutes. 
For  statistics  on  graduates,  University  of  Toronto,  Faculty  of  Pharmacy. 
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In  sharp  contrast  to  the  relatively  slow  rate  of  growth  in  enrolment,  the 
number  of  graduates  also  shown  in  Table  6.35  has  more  than  tripled,  rising  from 
twenty-three  in  1952  to  eighty-four  in  1968. 

Some  information  on  the  activities  of  registered  pharmacists  in  1968,  and  thus 
on  the  patterns  of  providing  pharmaceutical  products,  is  presented  in  Table  6.36. 
Pharmacists  are  classified  by  level  of  education  as  well  as  their  employment  status. 
We  first  note  that  most  Ontario  pharmacists  have  Bachelor's  degrees  in  pharmacy, 
are  male,  and  are  engaged  in  the  operation  of  retail  pharmacies.  (Only  674  of 
4,461  registered  pharmacists,  or  15  per  cent,  are  women.)  Some  90  per  cent  of 

TABLE  6.36 

Registered  Pharmacists  by  Level  of  Education  and  Sex,  by  Residence  and  by 
Employment  Status  within  the  Pharmacy,  Ontario,  November  30,  1968 


No  degree 

B.  Pharm. 

B.Sc.Pharm. 

Sp.  Reg. 

Total 

Section  i  of  the  register1 

Owners 

Male 

55 

568 

80 

32 

735 

Female 

— 

18 

2 

8 

28 

Total  owners 

— 

— 

— 

— 

763 

Managers 
Male 

65 

*U9 

348 

106 

1,338 

Female 

1 

41 

22 

14 

78 

Total  managers 
Hospitals  and  clinics 
Male 

11 

79 

17 

21 

1,416 
128 

Female 

— 

18 

14 

7 

39 

Total  hospitals  and 
clinics 

167 

Other 

— 

— 

— 

— 

1 

Total,  Section  I 

— 

— 

— 

— 

2,347 

Section  ii  of  the  register2 

Residents  of  Ontario 

Male 

211 

773 

302 

136 

1,422 

Female 

8 

145 

216 

104 

473 

Total  Ontario  residents 

— 

— 

— 

— 

1,895 

Non-residents 

Male 

8 

80 

39 

36 

163 

Female 

1 

23 

15 

17 

56 

Total  non-residents 

— 

— 

— 

— 

219 

Total,  Section  II 

— 

— 

— 

— 

2,114 

Total  registrants 
Grand  total 

— 

— 

— 

— 

4,461 

Male 

— 

— 

— 

— 

3,787 

Female 

— 

— 

— 

— 

674 

1  Registrants  under  Section  I  have  signing  privileges  for  narcotics;  those  under  Section  II  do  not. 
All  Section  I  registrants  are  resident  in  Ontario. 

2  Twenty  registrants  under  Section  II  are  medical  doctors. 

Source:  Ontario  College  of  Pharmacy,  "Statistics  on  Registration  for  1968"  (unpublished). 
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active  pharmacists  either  own  or  are  employed  in  retail  pharmacies.  Hospitals 
employed  a  further  281  pharmacists  in  1967,  and  industry  and  government, 
about  100. 

The  number  of  retail  pharmacies  and  the  pharmacy:population  ratio  is  shown 
in  Table  6.37.  The  number  of  pharmacies  is  seen  to  have  been  declining  since 
1955,  causing  the  pharmacy:population  ratio  to  change  from  1:2,740  persons  in 
1955  to  1:4,423  in  1968.  It  should  be  noted,  however,  that  the  number  of  phar- 
macies is  not  the  same  as  the  number  of  retail  outlets,  as  some  pharmacies  have 
multiple  outlets.  Moreover,  the  size  of  a  given  pharmacy  may  well  have  increased 
enough  to  offset  the  decline  in  numbers;  there  might  be  fairly  large  economies 
of  scale  in  the  dispensing  of  present  day  pharmaceutical  products. 

TABLE  6.37 

Number  of  Retail  Pharmacies,  Population  and  Phannacy:PopuIation  Ratio, 

Ontario,  1955,  1965  and  1968 


Population 
Year                                Pharmacies                           Population                         per  pharmacy 
1955                               1,922                          5,266,000  2,740 

1965                               1,787                          6,788,000  3,799 

1968  1,652  7,306,000      4,423 


Source:  Ontario  College  of  Pharmacy. 
Optometrists 

The  number  of  optometrists  practising  in  Ontario  has  been  declining  slowly  for 
the  last  two  decades.  From  the  data  in  Table  6.38  we  see  that  in  1951  there  were 
665  optometrists  licensed  in  Ontario  and  that  by  1968  this  number  had  declined 
to  519,  with  the  population  per  optometrist  figure  more  than  doubling  from  just 
under  7,000  to  over  14,000.  As  for  other  groups,  information  on  the  efficiency 
of  the  methods  of  providing  optometrical  services  is  required  before  these  data 

TABLE  6.38 
Number  of  Practising  Optometrists  and  Population  per  Optometrist,  Ontario, 

1941-1968 


Number  of 

Population  per 

Year 

optometrists 

optometrist 

1941 

646 

5,863 

1951 

665 

6,913 

1961 

533 

11,699 

1964 

527 

12,583 

1965 

521 

13,029 

1966 

525 

13,259 

1967 

522 

13,695 

1968 

519 

14,077 

Sources:  Data  for  1941,  1951,  and  1961  are  taken  from  the  Report  of  the  Royal  Commission  on  the 
Health  Services,  Vol.  I,  Queen's  Printer,  Ottawa,  1964,  p.  291. 

Data  for  1964-1968  are  based  on  information  obtained  directly  from  the  College  of 
Optometrists  of  Ontario. 
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TABLE  6.39 
Graduates  from  the  Ontario  College  of  Optometry,  1952-1968 


Number  of 

Graduates  who  were 

Year 

graduates 

Ontario  residents 

1952 

31 

16 

1953 

16 

7 

1954 

17 

8 

1955 

i 

— 

1956 

7 

3 

1957 

10 

5 

1958 

9 

7 

1959 

8 

4 

1960 

5 

4 

1961 

6 

3 

1962 

9 

5 

1963 

14 

6 

1964 

16 

11 

1965 

22 

12 

1966 

20 

12 

1967 

19 

7 

1968 

23 

6 

Total 

232 

116 

1  There  were  no  graduates  in  1955  because  of  the  change  from  a  three  to  a  four-year  course.  In  1955 

classes  ceased  at  the  University  of  Toronto  and  began  at  the  University  of  Waterloo. 
Source:  Information  obtained  directly  from  the  College  of  Optometrists  of  Ontario. 

are  taken  as  an  indication  of  declining  availability  of  the  services  of  optometrists 
to  residents  of  Ontario.  One  reason  for  the  declining  number  and  high  average 
age  of  optometrists  in  Ontario  is  suggested  by  the  data  in  Table  6.39.  We  see  that 
very  few  new  optometrists  have  graduated  from  the  Ontario  College  of  Optometry 
or,  since  1968,  the  School  of  Optometry  at  the  University  of  Waterloo.  Because  the 
latter,  along  with  one  other  school  (the  Universite  de  Montreal),  has  supplied  all 
the  optometrists  trained  in  Canada,  it  is  apparent  why  so  few  new  registrants  have 
been  available  to  practise  optometry  in  this  province. 

Medical  Laboratory  Technologists  and  Radiological  Technicians 

Although  some  medical  laboratory  technologists  and  radiological  technicians  find 
employment  in  private  laboratories,  most  are  employed  in  hospitals.  In  Table  6.40 
are  data  on  the  numbers  of  laboratory  technologists,  radiology  technicians,  and 
combined  radiology  and  laboratory  technologists,  employed  in  general  hospitals  in 
Ontario.  Of  these,  the  largest  group  is  that  of  the  medical  laboratory  technologists; 
they  accounted  for  70  per  cent  of  the  total  in  1968.  Nearly  all  the  rest  are  radio- 
logical technicians.  As  was  noted  previously,  however,  even  when  taken  together 
these  groups  account  for  less  than  5  per  cent  of  the  total  health  manpower  group 
in  Ontario. 

The  rapid  growth  in  the  numbers  of  such  workers  is  indicated  by  the  near 
doubling  of  the  number  of  full-time  technologists  between  1960  and  1968,  from 
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TABLE  6.40 
Laboratory  and  Radiology  Technologists  Employed  in  Public  General  Hospitals, 

Ontario,  1960-1968 


Combined  radiology 

Year 

Laboratory  technologists 

and  laboratory 

Radiology  technicians 

Full  time 

Part  time 

Full  time 

Part  time 

Full  time 

Part  time 

1960 

1,234 

94 

— 

— 

808 

32 

1961 

1,478 

112 

11 

1 

921 

38 

1962 

1,561 

123 

11 

— 

887 

51 

1963 

1,499 

145 

65 

1 

701 

52 

1964 

1,516 

146 

44 

6 

752 

54 

1965 

1,769 

201 

21 

— 

849 

69 

1966 

2,013 

197 

9 

— 

960 

78 

1967 

2,436 

252 

7 

— 

1,048 

94 

1968 

2,771 

275 

7 

— 

1,148 

87 

Source:  Ontario  Hospital  Services  Commission,  Annual  Report  {Statistical  Supplement),  1960-1968. 
Numbers  include  non-registered  personnel. 

2,042  to  3,926.  Employment  of  part-time  technologists  has  increased  even  more 
rapidly,  from  126  in  1960  to  362  in  1968.  Of  the  two  major  groups,  laboratory 
technologists  have  grown  the  most  rapidly  from  1,234  in  1960  to  2,771  in  1968,  an 
increase  of  125  per  cent.15 

An  indication  of  the  size  increases  in  these  manpower  groups  is  given  by  data 
on  enrolment  and  graduation  from  formal  training  programs  in  public  general 
hospitals  in  Ontario.  In  Table  6.41  these  data  for  laboratory  technologists  are 
presented.  There  appears  to  be  a  general  upward  trend  in  the  number  of  hospitals 

TABLE  6.41 

Number  of  Laboratory  Technologists  Enrolled  and  Graduating  From  Formal 

Training  Programs  in  Ontario  Public  General  Hospitals,  1960-1968 


Enrolment  at  Dec.  31 

Number  that  graduated 

Percentage 

Percentage 

Number  of 

of  change 

of  change 

hospitals 

from  previous 

from  previous 

Year 

or  schools 

Number 

year 

Number 

year 

1960 

45 

228 

— 

107 

— 

1961 

48 

299 

31.1 

126 

17.8 

1962 

52 

356 

19.1 

201 

59.5 

1963 

55 

414 

16.3 

189 

—  6.0 

1964 

51 

498 

20.3 

146 

—22.8 

1965 

54 

484 

—.4 

232 

58.9 

1966 

55 

537 

11.0 

212 

—8.6 

1967 

56 

550 

2.4 

260 

22.6 

1968 

58 

554 

0.7 

259 

—0.4 

Source  : 

Ontario  Hospital  Services  Commiss 

ion,  Annual  Report  {Statistical  Supplement),  1960-1968. 

15See  CERCL,  Private  Clinical  Laboratories  in  Ontario,  Committee  on  the  Healing  Arts, 
Queen's  Printer,  Toronto,  1969.  Some  365  laboratory  technicians  are  known  to  have  been 
employed  in  private  clinical  laboratories  in  1967,  when  the  study  was  prepared. 
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with  formal  training  programs,  enrolment  and  graduations.  Early  rapid  increases 
in  enrolment  seemed  to  level  off  by  1966.  This  levelling  off  is  then  reflected  in 
the  data  on  graduations.  In  general,  however,  annual  changes  in  the  number  of 
graduates  showed  very  marked  fluctuations.  For  example,  the  1962  graduating 
class  was  nearly  60  per  cent  greater  than  the  previous  year;  the  1963  class, 
however,  was  6  per  cent  smaller  than  the  1962  graduating  class. 

Similar  information  on  the  other  major  group  of  technologists,  the  radiological 
technicians,  is  presented  in  Table  6.42.  Rapid  increases  in  enrolment  in  the  early 
1960's  are  seen  to  slowly  taper  off  until  there  is  an  actual  decrease  in  1967.  The 
number  of  students  graduated  has,  with  a  one-year  lag,  displayed  a  similar  pattern 
of  growth.  It  would  thus  appear  that  the  great  increases  in  training  of  both  the 
number  of  radiological  technicians  and  laboratory  technologists  witnessed  in  the  last 
decade  have  levelled  off. 


TABLE  6.42 

Number  of  Radiological  Technicians  Enrolled  and  Graduating  from  Formal 

Training  Programs  in  Ontario  Public  General  Hospitals,  1960-1968 


Number  of 

hospitals 

or  schools 

Enrolment  at  Dec.  31 

Number  that  graduated 

Year 

Number 

Percentage 

of  change 

from  previous 

year 

Number 

Percentage 

of  change 

from  previous 

year 

1960 

57 

281 

— 

119 

— 

1961 

58 

326 

16.0 

112 

—  5.9 

1962 

59 

373 

14.4 

125 

11.6 

1963 

64 

412 

10.5 

164 

31.2 

1964 

64 

429 

4.1 

176 

7.3 

1965 

63 

457 

6.5 

183 

4.0 

1966 

64 

478 

4.6 

212 

15.8 

1967 

64 

476 

—.4 

219 

3.3 

1968 

64 

500 

5.0 

213 

—  2.7 

Source:  Ontario  Hospital  Services  Commission,  Annual  Report  {Statistical Supplement),  1960-1968. 

Chiropractors,  Osteopaths  and  Podiatrists 

There  were  532  registered  chiropractors  residing  in  Ontario  in  1968  of  whom 
350  to  400  are  estimated  to  be  in  active  practice.  It  is  seen  from  the  data  pre- 
sented in  Table  6.43  that  this  number  has  remained  fairly  constant  through  the 
last  two  decades.  There  were  533  chiropractors  registered  in  1951  and  532  in 
1968.  Interestingly,  there  was  a  much  larger  number  of  registrants  in  the  early 
1960's;  a  high  of  564  was  set  in  1961. 

Potential  increases  in  the  size  of  the  chiropractic  manpower  group  are  indi- 
cated by  data  on  enrolment  and  graduation  in  recent  years.  These  data  are  pre- 
sented in  Table  6.44  for  the  Canadian  Memorial  Chiropractic  College,  the  sole 
Canadian  chiropractic  school,  for  1963  to  1968.  The  total  number  graduated 
during  the  period  was  176  of  whom  nineteen  were  females.  The  annual  number 
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TABLE  6.43 
Number  of  Registered  Chiropractors,  Osteopaths  and  Podiatrists  Resident  in 

Ontario,  1950-1969 


Year 

Chiropractors 

Osteopaths 

Podiatrists 

1950 

533(1951) 

102 

67 

1960 

556 

12 

66 

1961 

564 

n.a. 

n.a. 

1962 

550 

n.a. 

n.a. 

1963 

548 

n.a. 

n.a. 

1964 

526 

n.a. 

n.a. 

1965 

536 

67 

71 

1966 

527 

60 

n.a. 

1967 

532 

60 

n.a. 

1968 

532 

52 

n.a. 

1969 

n.a. 

50 

n.a. 

Source:  The  Board  of  Directors  of  Chiropractic,  the  Board  of  Directors  of  Osteopathy,  and 
the  Board  of  Regents  of  Chiropody  of  Ontario. 

of  graduates  is  seen  to  have  increased  sharply  from  nineteen  in  1962-1963  to 
thirty-seven  in  1965-1966  and  then  to  have  levelled  off  to  thirty-six  in  1967-1968. 
Full-time  undergraduate  enrolment  is  itself  seen  to  have  increased  to  a  peak  of 
202  full-time  students  in  1965-1966  only  to  level  off  to  189  in  1967-1968. 

We  have  also  presented  in  Table  6.43  data  reported  by  the  Board  of  Directors 
of  Osteopathy  on  the  number  of  registered  osteopaths  in  1969;  of  a  total  of  fifty- 
nine  some  fifty  were  resident  in  Ontario.  Significantly,  the  number  of  osteopaths 
has  declined  rapidly  in  the  last  two  decades  from  a  high  of  102  in  1951. 

The  data  on  the  number  of  podiatrists  that  are  readily  available  are  also  pre- 
sented in  Table  6.43.  In  1965  there  were  seventy-one  registered  podiatrists  actually 
practising  in  Ontario.  This  number  appears  to  have  been  roughly  the  same  over 

TABLE  6.44 

Number  of  Undergraduates  and  Graduates  Enrolled  at  the  Canadian  Memorial 

Chiropratic  College  and  Numbers  of  Graduates,  by  Year  and  by  Sex, 

1962-1963  to  1967-1968 


Undergraduate  enrolment 

Graduated 

Year 

Total 

Female 

Total    Female 

1962-1963 

117 

14 

19       3 

1963-1964 

133 

12 

26      4 

1964-1965 

144 

12 

23      4 

1965-1966 

202 

8 

37       1 

1966-1967 

195 

14 

35      4 

1967-1968 

189 

12 

36      3 

Source:  DBS,  Survey  of  Higher  Education,  Part  I,  fall  enrolment  in  universities  and  colleges. 
Annually. 
DBS,  Survey  of  Higher  Education,  Part  II,  degrees,  staff  and  summary.  Annually. 


Selected  Detailed  Data  on  Health  Care  Manpower      187 

the  last  two  decades.  One  centre  of  podiatric  activity  appears  to  be  the  urban 
hospital.  There  were  eight  podiatric  clinics  operated  in  general  hospitals  in  1966, 
all  in  large  population  centres. 

Physiotherapists  and  Occupational  Therapists 

In  Table  6.45,  data  on  the  number  of  registered  physiotherapists  in  Ontario  over 
the  period  from  1958  to  1969  are  presented.  The  size  of  this  group  has  almost 
trebled  over  this  period,  from  437  physiotherapists  in  1958  to  1,259  in  1969. 
This  increase  has  been  much  more  rapid  than  the  increase  in  population  with  the 
result  that  the  number  of  persons  per  physiotherapist  has  fallen  from  13,320  in 
1958  to  5,871  in  1969.  In  spite  of  this  increase,  physiotherapists  still  account  for 
less  than  one  per  cent  of  total  health  care  personnel  in  Ontario  in  1967. 

TABLE  6.45 
Registered  Physiotherapists,  Ontario,  1958-1969 

Population  Population  per  Yearly  new 

Year  Official  register  (000's)  physiotherapist  registrants1 


1958 

437 

5,821 

13,320 

92 

1959 

451 

5,969 

13,235 

125 

1960 

482 

6,111 

12,678 

112 

1961 

492 

6,236 

12,675 

86 

1962 

520 

6,351 

12,213 

117 

1963 

546 

6,481 

11,870 

111 

1964 

618 

6,631 

10,730 

150 

1965 

712 

6,788 

9,534 

192 

1966 

859 

6,961 

8,104 

233 

1967 

971 

7,149 

7,363 

245 

1968 

1,106 

7,306 

6,606 

354 

1969 

1,259 

7,392 

5,871 

— 

1  Includes  reregistrants.  The  discrepancy  between  yearly  new  registrants  and  the  annual  increase  in 

the  official  Register  is  the  number  of  physiotherapists  who  become  inactive. 
Source:  The  Board  of  Directors  of  Physiotherapy,  Province  of  Ontario. 

From  data  obtained  from  the  Board  of  Directors  of  Physiotherapy,  we  know 
the  place  of  training  of  all  registrants  in  1968  and  of  new  registrants  in  each  of 
1967  and  1968.  In  1968,  of  a  total  of  1,106  registrants,  578  were  trained  in 
Ontario,  ninety-three  were  trained  elsewhere  in  Canada,  and  435  were  trained 
outside  Canada.  In  1967  and  1968,  together,  of  a  total  of  504  new  registrants, 
187  were  trained  in  Ontario,  seventy  were  trained  in  other  Canadian  provinces,  and 
247  were  trained  elsewhere.  These  figures  show  that  Ontario  is  falling  far  short 
of  producing  its  own  physiotherapists. 

As  the  hospital  is  the  principal  location  of  the  practice  of  the  physiotherapist, 
information  on  the  number  employed  in  hospitals  is  instructive.  The  data  in 
Table  6.46  suggest  that  well  over  600  physiotherapists  were  employed  in  public 
general  and  allied  special  hospitals  in  1968.  A  further  130  physiotherapists  were 
known  to  work  in  private  practice  in  1969.  It  may  be  noted  that  the  number  of 
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physiotherapists  employed  in  hospitals  has  more  than  tripled  since  1960;  this 
parallels  the  near  trebling  of  the  number  of  registered  physiotherapists  over  the 
same  period. 

Turning  now  to  occupational  therapists,  we  also  present  in  Table  6.46  the 
number  of  occupational  therapists  employed  in  public  general  and  special 
hospitals.  Some  233  occupational  therapists,  thirty  of  whom  were  part  time,  were 
so  employed  in  1968.  As  only  forty-six  occupational  therapists  had  worked  for 
these  hospitals  in  1960,  there  has  been  a  five-fold  increase  in  the  level  of  employed 
of  this  type  of  personnel. 

TABLE  6.46 

Number  of  Physiotherapists  and  Occupational  Therapists  in  Public  General  and 

Allied  Special  Hospitals,  Ontario  1960  to  19681 

Physiotherapists  Occupational  therapists 

Year  Full  time  Part  time  Full  time  Part  time 

1960 
1961 
1962 
1963 
1964 
1965 
1966 
1967 
1968 

1  Figures  represent  employees  working  as  physiotherapists  and  occupational  therapists,  who  are  not 

necessarily  fully  qualified. 
Source:  Ontario  Hospital  Services  Commission,  Annual  Report  {Statistical  Supplement),  1960-1968. 

As  can  be  seen  from  the  data  presented  in  Table  6.47,  Queen's  University  has 
recently  instituted  separate  courses  in  physiotherapy  and  occupational  therapy,  and 
the  University  of  Western  Ontario  has  commenced  a  program  in  physiotherapy. 
Their  combined  enrolment  in   1967-1968,  however,  was  about  10  per  cent  of 

TABLE  6.47 
Full-time  Enrolment  in  Physiotherapy  and  Occupational  Therapy,  Ontario 

Universities,  1961-1968 

Queen's1 

1961-1962  — 

1962-1963  — 

1963-1964  — 

1964-1965  — 

1965-1966  — 

1966-1967  — 

1967-1968 28 

iTotal  enrolment  for  both  physiotherapy  and  occupational  therapy  programs. 
2Total  enrolment  in  combined  physiotherapy  and  occupational  therapy  programs. 
3Total  enrolment  in  physiotherapy  program. 

Source  :  Fall  Enrolment  in  Universities  and  Colleges.  Queen's  Printer,  Ottawa  (annual). 


192 

34 

33 

13 

263 

54 

53 

13 

308 

64 

84 

10 

352 

72 

104 

8 

385 

76 

103 

15 

449 

96 

116 

12 

500 

114 

143 

26 

567 

110 

173 

26 

603 

36 

203 

30 

University  of 

University  of 

Toronto2 

Western  Ontario3 

232 

— 

304 

— 

295 

— 

293 

— 

270 

— 

282 

— 

309 

6 
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that  at  the  University  of  Toronto  where  some  500  students  are  enrolled  yearly. 
Since  1961-1962,  enrolment  in  the  University  of  Toronto  course  has  increased 
about  33  per  cent,  from  232  students  to  309  students  in  1967-1968.  All  the  under- 
graduates at  the  University  of  Toronto  are  female.  There  are,  however,  a  small 
number  of  male  graduate  students. 

Medical  Record  Librarians 

In  1968  there  were  295  medical  record  librarians  employed  full  time  in  public 
general  hospitals  and  twenty-seven  were  employed  part  time,  as  shown  by  the 
data  presented  in  Table  6.48.  The  number  of  medical  record  librarians  so  employed 
has  been  rising  steadily  since  1960.  The  Canadian  Association  of  Medical  Record 
Librarians  reports  481  qualified  technicians  and  librarians.  Of  this  total,  329 
are  registered.  It  is  not  necessary,  however,  to  be  registered  in  order  to  practise. 

Data  on  the  enrolment  and  graduation  of  medical  record  librarians  are  also 
presented  in  Table  6.48.  There  are  three  hospitals  which  train  medical  record 
librarians:  St.  Michael's  Hospital,  Toronto;  Hotel  Dieu  in  Kingston;  and  Ottawa 
General  Hospital.  By  far  the  largest  centre  for  training  medical  record  librarians 
in  St.  Michael's,  which  had  graduated  a  total  of  252  medical  record  librarians 
up  to  1967.  Both  enrolment  and  number  of  graduates  from  all  three  pro- 
grams are  rising,  with  about  thirty  enrolled  and  a  slightly  smaller  number  success- 
fully completing  the  year. 

Psychologists 

There  were  a  total  of  552  psychologists  registered  in  Ontario  in  1966.  Of  these, 
238  were  clinical  psychologists,  the  majority  of  whom  were  located  in  hospitals 
and  clinics.  Another  119  were  engaged  in  university  teaching  programs.  Four  to 
six  psychiatric  units  of  general  hospitals  train  student  psychologists  with  the 
number  of  student  psychologists  trained  varying  from  ten  to  sixty-four.  The  most 
usual  number  of  student  psychologists  trained  is  fifteen.  Eight  to  eleven  mental 
hospitals  also  train  student  psychologists. 

Social  Workers 

The  level  of  education  and  place  of  employment  of  Ontario's  2,938  social  workers 
are  many  and  varied.  To  distinguish  between  medical,  psychiatric  and  other  social 
workers  most  related  to  health  care  is  difficult.  Landauer's  report  for  the  Com- 
mittee on  the  Healing  Arts  lists  225  psychiatric  social  workers,  331  child  care 
workers,  and  160  medical  social  workers  in  general  hospitals;  but  these  include 
people  without  professional  qualification.  In  1966  there  were  eighty-two  workers 
with  a  Master  of  Social  Work  degree  (M.S.W.),  twenty-three  with  a  Bachelor  of 
Social  Work  degree  (B.S.W.),  and  seventy-seven  other  social  workers  employed 
in  Ontario  mental  hospitals.  In  1967  there  were  an  additional  forty-six  M.S.W.'s, 
thirty  B.S.W.'s,  and  sixty-seven  other  social  workers  in  public  general  hospitals. 
These  figures  correspond  very  roughly  to  the  division  between  medical  and 
psychiatric  social  workers.  Their  sum  puts  the  total  number  of  health-related 
social  workers  at  325. 
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We  might  mention  that  the  degree  of  B.S.W.  was  abolished  by  the  University 
of  Toronto  School  of  Social  Work  in  1966.  In  1966-1967  and  1967-1968 
eighty  and  eighty-four,  respectively,  graduated  with  the  degree  of  M.S.W.  from 
this  School. 

Speech  Pathologists  and  Audiologists 

The  number  of  full-time  members  of  the  Ontario  Speech  and  Hearing  Association 
increased  from  twenty-nine  in  1960  to  seventy-four  in  1968.  When  associate 
members  are  considered,  total  membership  in  the  Association  exactly  doubled 
since  1960  rising  from  fifty-three  to  106.  To  be  a  member,  one  must  have  a 
Ph.D.  or  an  M.A.  in  Speech  Pathology  or  Audiology,  a  diploma  with  three  years' 
experience,  or  a  B.A.  with  special  considerations. 

Dietitians 

There  were  428  members  in  the  Ontario  Dietetic  Association  in  1969  and  of 
these,  352  were  employed.  Since  1960,  membership  in  the  Association  has  in- 
creased, while  the  number  of  members  employed  has  remained  roughly  constant. 
The  greatest  number  of  members  are  employed  in  hospitals.  Full-time  employ- 
ment in  this  location  increased  from  248  in  1960  to  344  in  1968.  Clearly  many 
of  the  dietitians  employed  in  these  hospitals  are  not  members  of  the  Ontario 
Dietetic  Association.  We  might  note  that  Ontario  is  relatively  well  endowed  with 
training  programs  for  dietitians;  there  are  four  universities  and  eight  hospitals 
involved  in  the  educational  process. 

Resources  in  the  Hospital  Subsector 

There  are  372  hospitals  in  Ontario  with  a  total  capacity  of  about  74,000  beds. 
These  range  in  size  from  small  federal  nursing  stations  of  four  beds  to  large 
mental  hospitals  with  more  than  1,500  beds.  Almost  one-third  of  all  beds  in  the 
province  are  located  in  psychiatric  and  mental  hospitals,  while  public  active  treat- 
ment hospital  beds  account  for  nearly  50  per  cent  of  total  bed  capacity  (see 
Table  6.4). 

In  Table  6.49  we  present  historical  data  on  bed  capacity  of  certain  hospitals 
in  Ontario.  Bed  capacity  of  all  kinds,  excluding  bassinets,  in  public  general  and 
allied  special  hospitals  has  grown  from  13,700  beds  in  1932  to  46,700  in  1968. 
For  every  1,000  residents  of  the  province  there  are  now  6.4  beds  in  general 
hospitals  compared  with  4.0  in  1932.  While  the  number  of  beds  in  mental  and 
psychiatric  institutions  has  almost  doubled,  the  increase  was  barely  larger  than 
the  growth  in  population.  There  were  3.3  psychiatric  beds  for  every  1,000  Ontario 
residents  in  1950  compared  with  3.5  in  1968.  The  number  of  tuberculosis  beds 
began  to  decline  in  the  mid-1950's  and  is  now  just  over  1,000.  In  the  case  of  both 
tuberculosis  and  psychiatric  disorders,  new  drugs  have  played  the  principal  role 
in  diminishing  the  need  for  hospital  beds. 

The  overall  growth  in  hospital  facilities  has  required  increasing  numbers  of 
hospital  staff,  as  shown  by  the  data  in  Table  6.50.  The  increase  in  the  number 


192      Health  Care  Resources 


TABLE  6.49 
Bed  Capacity  of  Hospitals,  Ontario,  1932-1968 


Public  general 

and  allied  special 

Mental2 

Tuberculosis 

Bed 

Per  1,000 

Bed 

Per  1,000 

No.  of  beds 

Per  1,000 

capacity 

population 

capacity 

population 

set  up 

population 

1932 

13,718 

4.0 

11,666 

— 

— 

— 

1938 

— 

— 

13,237 

— 

3,503 

1.0 

1947 

17,077 

4.1 

15,864 

— 

4,023 

1.0 

1948 

17,160 

4.0 

16,099 

— 

4,308 

1.0 

1949 

18,120 

4.1 

14,290 

— 

4,262 

1.0 

1950 

19,192 

4.3 

14,540 

3.3 

4,476 

1.0 

1951 

19,461 

4.2 

15,090 

3.3 

4,480 

1.0 

1952 

22,251 

4.7 

15,415 

3.2 

4,412 

.9 

1953 

23,057 

4.7 

15,413 

3.1 

4,577 

.8 

1954 

26,087 

5.1 

17,008 

3.3 

4,515 

.9 

1955 

27,150 

5.2 

18,391 

3.5 

4,482 

.9 

1956 

28,955 

5.4 

18,409 

3.4 

4,413 

.8 

1957 

29,379 

5.2 

19,243 

3.4 

4,346 

.8 

1958 

29,860 

5.1 

20,495 

3.5 

4,196 

.7 

1959 

31,491 

5.3 

20,699 

3.5 

3,493 

.6 

1960 

32,942 

5.4 

21,679 

3.6 

2,944 

.5 

1961 

34,505 

5.5 

23,906 

3.8 

3,536 

.6 

1962 

36,019 

5.7 

23,364 

3.7 

2,994 

.5 

1963 

38,141 

5.9 

24,265 

3.8 

2,364 

.4 

1964 

39,886 

6.0 

23,563 

3.6 

1,686 

.3 

1965 

40,506 

6.0 

23,968 

3.6 

1,641 

.2 

1966 

42,857 

6.2 

24,318 

3.5 

1,342 

.2 

1967 

44,361 

6.2 

24,698 

3.5 

1,187 

.2 

1968 

46,732! 

6.4 

— 

— 

1,021 

.1 

1  There  is  a  discrepancy  of  over  100  beds  between  this  figure  and  the  one  given  in  Table  6.4. 
Note  that  two  different  sources  are  used. 

2  Includes  psychiatric  wings  in  public  general  and  federal  hospitals.   In  1967  there  were  859  beds  in 
public  general  hospitals  and  604  beds  in  federal  hospitals. 


I,  Queen's  Printer,  Ottawa,  Table  14;  and  1959. 
Report,  Queen's  Printer,   Ottawa 


Sources:  DBS,  Hospital  Statistics,  1966,  Vol 
Vol.  I,  Table  12. 

DBS,  Hospital  Statistics,   1967:  Preliminary  Annual 
1968,  Table  3. 

DBS,  List  of  Canadian  Hospitals,  1969,  Queen's  Printer,  Ottawa,  1969,  Table  1. 
DBS,  Mental  Health  Statistics,  1967,  Vol.  Ill,  Queen's  Printer,  Ottawa,  1969,  Table  2. 
DBS,  Tuberculosis  Statistics,  1967,  Vol.  II,  Queen's  Printer,  Ottawa,  1969,  Table  3;  and 
1963,  Vol.  II,  Table  3. 

of  part-time  workers  in  general  hospitals  has  been  particularly  large,  from  3,000 
in  1953  to  14,000  in  1967,  an  increase  of  almost  400  per  cent.  Numbers  of 
full-time  employees  in  both  mental  and  general  hospitals  more  than  doubled  in 
the  same  fifteen-year  period. 

Growing  bed  capacity  and  numbers  of  personnel  have  made  possible  a  larger 
volume  of  hospital  care.  In  Table  6.51  we  present  several  measures  of  the 
utilization  of  hospital  services  from  1953  to  1966  and  a  few  measures  for  1932. 
Admissions  per  1,000  population  to  public  general  hospitals  have  grown  fairly 
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TABLE  6.50 
Personnel  in  Ontario  Hospitals,  1938-1967 


General  and  allied  special 

Mental 

Tuberculosis 

hospitals1 

hospitals 

hospitals 

Full  time 

Part  time 

Full  time 

Total 

1938 

— 

— 

— 

1,753 

1946 

— 

— 

3,697 

1,938 

1953 

38,076 

3,019 

6,389 

2,779 

1954 

40,551 

3,247 

7,108 

2,702 

1955 

43,261 

3,626 

6,800 

2,644 

1956 

46,318 

4,687 

7,804 

2,618 

1957 

49,554 

5,521 

8,962 

2,433 

1958 

53,129 

6,023 

9,958 

2,422 

1959 

57,304 

8,154 

10,538 

2,237 

1960 

63,372 

8,807 

11,185 

1,923 

1961 

65,748 

8,754 

11,873 

1,930 

1962 

70,394 

10,808 

12,621 

1,844 

1963 

74,078 

11,239 

13,485 

1,944 

1964 

77,250 

11,882 

13,658 

1,433 

1965 

80,749 

12,767 

14,147 

1,311 

1966 

83,101 

14,541 

15,293 

1,226 

1967 

84,601 

14,688 

16,377 

1,167 

iPublic,  private  and  federal  hospitals. 

Sources:  DBS,  Hospital  Statistics,  Vol.  I:   General  Information,  1953-1958,  Queen's  Printer, 

Ottawa. 

DBS,  Hospital  Statistics,  1965,  Vol.  Ill,  Queen's  Printer,  Ottawa,  1967. 

DBS,  Hospital  Statistics,  1966,  Vol.  Ill,  Queen's  Printer,  Ottawa,  1968. 

DBS,  Hospital  Statistics,  1967,  Preliminary  Annual  Report,  Queen's  Printer,  Ottawa, 

1968,  Tables  14  and  15. 

DBS,  Mental  Health  Statistics,  1966,  Vol.  Ill,  Queen's  Printer,  Ottawa,  1968,  Table  8; 

and  1967,  Vol.  Ill,  Table  8. 

DBS,  Tuberculosis  Statistics,  1963,  Vol.  II,  Queen's  Printer,  Ottawa,  1965,  Table  7; 

1966,  Vol.  II,  Table  6;  and  1968,  Vol.  II,  Table  6. 

steadily  from  1953  onward,  indicating  that  a  larger  proportion  of  a  growing 
population  is  receiving  hospital  treatment.  A  small  increase  in  the  average  length 
of  stay  of  patients  (see  the  column  headed  "mean  stay  of  separations")  has  also 
contributed  to  growing  quantity,  and  perhaps  quality,  of  hospital  care. 

In  Table  6.52  data  are  given  from  which  estimates  of  average  hospital  sizes 
for  various  categories  of  hospitals  can  be  made.  In  addition  to  the  Ontario  mental 
hospital  facilities,  as  of  December  1968  there  were  1,338  patients  accommodated 
in  residential  homes  and  4,786  in  nursing  homes  approved  under  the  Ontario 
Department  of  Health's  Homes  for  Special  Care  Program.16 

A  count  of  the  major  types  of  personnel  staffing  the  public  general,  special, 
mental  and  tuberculosis  hospitals  appears  in  Table  6.53.  Except  in  tuberculosis 
hospitals,  nursing  staff  of  all  kinds  account  for  over  half  the  total  hospital  work 
force.  The  largest  of  the  professional-technical  groups  outside  of  nursing  are  the 
laboratory  and  radiological  technicians.  Staff  involved  directly  in  the  care  of 
patients  comprise  about  two-thirds  of  all  hospital  workers. 


i6See  the  Ontario  Department  of  Health's  44th  Annual  Report,  1968. 
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TABLE  6.51 
Measures  of  Hospital  Utilization,  Ontario,  1932,  1953-1967,  Public  General  and 

Allied  Special  Hospitals 


Year 


Admissions 


Admissions 
per  1,000 
population 


Admissions 
per  bed 


Mean  stay  of 
separations 


Percentage 
occupancy 


1932 

188,210 

— 

13.7 

— 

55.0 

1953 

634,273 

128.4 

27.5 

11.0 

86.1 

1954 

683,132 

133.5 

26.2 

10.9 

80.9 

1955 

711,940 

135.2 

26.2 

10.9 

81.2 

1956 

754,881 

139.7 

26.1 

11.3 

80.0 

1957 

790,980 

140.3 

26.9 

11.0 

82.8 

1958 

815,746 

140.1 

27.3 

10.9 

83.6 

1959 

835,828 

140.0 

26.5 

11.3 

84.2 

1960 

868,739 

142.2 

26.4 

11.9 

84.8 

1961 

897,859 

144.0 

26.0 

11.8 

85.4 

1962 

915,184 

144.1 

25.4 

12.3 

84.8 

1963 

950,155 

146.6 

24.9 

12.2 

83.3 

1964 

982,683 

148.2 

24.6 

12.3 

83.3 

1965 

993,977 

146.4 

24.6 

12.6 

84.5 

1966 

1,022,071 

146.8 

24.5 

12.6 

84.4 

1967 

1,004,847 

— 

23.8 

12.5 

83.7 

Sources:  DBS,  Hospital  Statistics,  1967,  Vol.  I,  Queen's  Printer,  Ottawa,  1969,  Table  14. 


Colleges  of  Applied  Arts  and  Technology  Programs 

An  essentially  new  resource  for  the  training  and  education  of  health  care 
personnel  has  recently  been  introduced  in  Ontario — Colleges  of  Applied  Arts  and 
Technology.  They  thus  join  the  hospitals  and  other  educational  institutions  noted 
in  the  health  manpower  section  of  this  chapter  as  a  component  of  the  educational 
subsector  of  the  hospital  sector. 

A  special  survey  of  the  Colleges  of  Applied  Arts  and  Technology  was  con- 
ducted by  the  Committee  by  letter  to  each  of  the  Colleges.  As  the  programs  in 
the  Colleges  of  Applied  Arts  and  Technology  are  new,  it  was  felt  that  their 
numbers  would  not  be  reflected  in  published  data.  Also  because  the  programs 
are  new,  they  have  been  grouped  together  in  order  to  determine  what  role  the 
Colleges  of  Applied  Arts  and  Technology  are  playing  and  may  be  expected  to 
play  in  the  education  of  health  personnel. 

The  Colleges  of  Applied  Arts  and  Technology  are  becoming  an  important 
force  in  the  education  of  health  personnel.  The  following  groups  are  being  trained 
presently:  biomedical  engineering  technicians,  child  care  workers,  dental  assistants, 
dental  technicians,  inhalation  therapists,  medical  laboratory  technologists,  medical 
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TABLE  6.53 

Full-time  and  Part-time  Personnel  of  Public  General,  Special,  Mental  and 

Tuberculosis  Hospitals,  Ontario,  1967-1968 


Public  general 

Public  special 

Mental 

Tuberculosis 

hospitals2 

hospitals2 

hospitals3 

hospitals3 

Type  of 

Full 

Part 

Full 

Part 

Full 

Part 

Full 

Part 

personnel1 

time 

time 

time 

time 

time 

time 

time 

time 

Hospital 

administrators 

182 

4 

27 

— 

8 

2 

— 

— 

Medical  directors 

16 

2 

4 

22 

26 

5 

— 

— 

Medical  staff 

2,134 

510 

39 

111 

281 

301 

1 

7 

Nursing  staff 

Total 

45,586 

8,481 

3,652 

573 

9,148 

440 

348 

76 

Directors  and 

supervisors 

1,704 

265 

— 

— 

37 

6 

17 

13 

Graduate  nurses 

18,124 

5,606 

1,215 

314 

1,426 

— 

120 

27 

Student  nurses 

7,694 

— 

— 

— 

528 

— 

9 

— 

Nursing  assistants 

7,127 

1,134 

— 

— 

1,972 

— 

35 

10 

Nursing  assistant 

trainees 

702 

— 

— 

— 

586 

— 

4 

— 

Orderlies 

2,623 

214 

— 

— 

4,599 

— 

45 

8 

Other  nursing 

staff 

7,612 

1,262 

2,437 

259 

4,599 

118 

18 

Other  professional 

and  technical 

Total 

5,839 

664 

336 

101 

1,126 

162 

19 

15 

Assistant  hospital 

administrators 

111 

2 

13 

2 

— 

— 

1 

2 

Dietitians 

321 

31 

23 

3 

23 

8 

2 

2 

Medical  record 

librarians 

295 

27 

1 

Technicians- 

laboratory 

2,777 

275 

— 

— 

48 

9 

8 

2 

radiological 

1,148 

87 

— 

— 

32 

5 

4 

2 

combined 

7 

1 

Physiotherapists 

517 

101 

86 

36 

5 

3 

— 

3 

Occupational 

therapists 

125 

13 

78 

17 

163 

15 

1 

1 

Other  therapists 

— 

— 

— 

— 

265 

77 

— 

— 

Pharmacists 

313 

71 

— 

— 

34 

11 

2 

1 

Psychologists 

45 

34 

— 

— 

131 

44 

— 

— 

Social  workers 

180 

23 

— 

— 

198 

23 

1 

— 

Dentists 

— 

— 

— 

— 

21 

11 

— 

— 

Other 

— 

— 

136 

43 

206 

26 

— 

— 

Other  hospital 

staff 

Total 

29,806 

4,906 

2,173 

374 

5,788 

168 

519 

87 
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TABLE  6.53  (Continued) 

Full-time  and  Part-time  Personnel  of  Public  General,  Special,  Mental  and 

Tuberculosis  Hospitals,  Ontario,  1967-1968 


Public  general 

Public  special 

Mental 

Tuberculosis 

hospitals2 

hospitals2 

hospitals3 

hospitals3 

Type  of 

Full 

Part 

Full 

Part 

Full 

Part 

Full 

Part 

personnel1 

time 

time 

time 

time 

time 

time 

time 

time 

Administration 

5,159 

1,108 

385 

87 

1,288 

43 





Dietary 

6,863 

1,871 

614 

124 

1,781 

69 

— 

— 

Laundry 

1,827 

273 

144 

17 

429 

18 

— 



Linen 

509 

55 

73 

8 

911 

15 





Housekeeping 

6,506 

639 

447 

23 

911 

— 





Maintenance  and 

operation 

2,708 

108 

238 

11 

947 

11 

— 

— 

Other 

6,234 

852 

272 

104 

432 

12 

— 

— 

Grand  total 

83,563 

14,567 

6,231 

1,181 

16,377 

1,078 

887 

185 

1  May  include  non-classified  professional  and  technical  personnel. 

2  Figures  are  for  1968. 

3  Figures  are  for  1967. 

Source:    Ontario  Hospital  Services  Commission,  Annual  Report  (Statistical  Supplement),  1968  in 
advance  from  OHSC  1967. 

DBS,  Mental  Health  Statistics,  1967,  Vol.  Ill,  Queen's  Printer,  Ottawa,  1969,  Tables  14-20. 
DBS,  Tuberculosis  Statistics,  1967,  Vol.  II,  Queen's  Printer,  Ottawa,  1969,  Tables  8  and  9. 

record  technicians,  nurses,  nursing  assistants,  ophthalmic  assistants,  prosthetic 
technicians,  radiological  technicians,  residential  counsellors  (mental  retardation) 
and  social  service  workers.  Ryerson  Polytechnical  Institute  offers  courses  for 
nurses  and  public  health  inspectors.  The  four  groups  trained  by  the  greatest 
number  of  Colleges  of  Applied  Arts  and  Technology  are  child  care  workers, 
medical  laboratory  technologists,  nurses  and  social  service  workers.  A  factor 
equally  important  as  the  number  of  programs  being  offered  is  that  the  Colleges 
of  Applied  Arts  and  Technology  are  located  throughout  the  province.  This  may 
result  in  a  more  even  distribution  of  personnel  in  the  province. 

In  the  nomenclature  adopted  in  this  area  a  technologist  is  the  product  of  a 
three-year  post-secondary  program  in  a  College  of  Applied  Arts  and  Technology. 
Technicians  are  trained  in  a  one  or  two-year  post-secondary  program  in  a 
college.  The  colleges  are  showing  themselves  to  be  flexible.  For  example,  several 
of  them  are  offering  academic  courses  to  nurses.  They  are  also  participating  in 
apprenticeship  programs,  as  well  as  offering  programs  totally  within  their  own 
physical  plant. 

Table  6.54  summarizes  the  information  available  at  the  time  of  writing  about 
the  relevant  programs  currently  available  (September  1969)  for  training  health 
workers  in  Colleges  of  Applied  Arts  and  Technology. 

Algonquin  College  in  Ottawa  offers  the  only  program  for  biomedical  engineer- 
ing technicians.  The  program  consists  of  a  two-year  course.  About  thirty  students 
are  enrolled  annually  with  about  fifteen  graduates  per  year. 
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Five  colleges  are  offering  programs  for  child  care  workers:  George  Brown 
(Toronto),  Conestoga  (Kitchener),  Fanshawe  (London),  St.  Lawrence  (Kingston) 
and  Centennial  (Toronto).  Programs  in  child  care  work  are  also  currently  being 
proposed  for  Mohawk  (Hamilton)  and  Seneca  (Toronto).  The  course  consists  of 
two  years  at  the  college.  Thus  far,  twenty-four  students  have  graduated. 

Dental  assistants  are  trained  at  George  Brown  (Toronto)  and  St.  Clair 
(Windsor).  The  course  lasts  for  one  year.  No  students  have  actually  graduated 
from  the  program  thus  far.  Dental  technicians  are  being  trained  in  a  three-year 
program  at  George  Brown  in  Toronto.  Twelve  students  graduated  from  the 
program  in  1969. 

Inhalation  therapists  are  trained  at  Fanshawe  College  (London).  The  course 
lasts  for  two  years  with  the  entire  first  year  spent  at  Fanshawe,  while  students  are 
training  predominantly  in  local  hospitals  during  the  second  year.  Three  students 
graduated  in  1969. 

Medical  laboratory  technologists  are  trained  at  Algonquin  (Ottawa),  Lambton 
(Sarnia),  Cambrian  (North  Bay)  and  St.  Clair  (Windsor).  A  program  is  proposed 
for  Northern  College  (Porcupine  campus).  The  total  program  consists  of  three 
years,  although  substantial  periods  of  time  are  spent  in  the  hospital  rather  than 
in  taking  formal  courses  at  the  college.  No  students  have  graduated  from  these 
programs  to  date. 

Medical  record  technicians  are  being  trained  in  a  two-year  course  at  Niagara 
College  (Welland).  Twenty-seven  students  were  enrolled  in  1968-1969  with  the 
first  graduates  being  projected  for  1969-1970. 

Seven  colleges  are  teaching  academic  courses  (such  as  English,  economics 
and  sociology)  to  nurses  in  hospital  and  regional  schools  in  their  area. 

Humber  (Rexdale)  offers  a  course  to  nursing  assistants  lasting  for  twenty 
weeks.  It  expects  to  graduate  its  first  class  of  thirty  students  in  1969-1970. 

Centennial  (Scarborough)  trains  ophthalmic  assistants  in  a  six-week  course 
followed  by  forty-four  weeks  of  field  work.  The  first  class  of  fifteen  will  graduate 
in  1969-1970.  A  course  for  prosthetic  technicians  is  proposed  at  Seneca  (Toronto). 

Confederation  (Fort  William)  and  Fanshawe  (London)  give  radiological  tech- 
nicians courses  during  the  student's  two-year  period  in  the  hospital. 

A  one-year  course  at  Humber  (Rexdale)  trains  residential  counsellors  — 
mental  retardation.  Thirteen  students  graduated  in  1968-1969  and  the  class  is 
expected  to  double  in  1969-1970. 

Thirteen  colleges  train  social  service  workers:  Algonquin  (Ottawa),  Humber 
(Rexdale),  Sir  Sanford  Fleming  (Peterborough),  Niagara  (Welland),  Mohawk 
(Hamilton),   Cambrian   (Sudbury),   Northern   (Timmins),   Conestoga   (Kitchener), 
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Sheridan  (Brampton),  Confederation  (Fort  William),  Fanshawe  (London),  St. 
Lawrence  (Kingston)  and  Centennial  (Scarborough).  A  course  is  proposed  for 
Seneca  (Toronto).  In  1968-1969,  138  students  graduated,  making  this  by  far  the 
largest  group  of  health-related  personnel  being  trained  in  the  colleges.  Projected 
enrolment  figures  show  211  students  graduating  from  the  program  in  1969-1970. 

Ryerson  Polytechnical  Institute  (Toronto)  trains  nurses  in  a  two-year  program 
from  which  thirty  students  graduated  in  1968-1969.  Ryerson  also  trains  public 
health  inspectors  in  a  two-year  program. 

We  have  presented  in  Table  6.54  some  of  the  information  describing  the 
nature  and  magnitude  of  the  role  played  by  these  colleges  in  the  training  and 
education  of  health  care  personnel. 

A  more  extensive  set  of  tables  giving  quantitative  data  for  the  health  care 
sector  may  be  found  in  a  study  commissioned  by  the  Committee  and  published 
as  a  separate  volume.17 


17See  R.  D.  Fraser,  Selected  Economic  Aspects  of  the  Health  Care  Sector  in  Ontario,  Com- 
mittee on  the  Healing  Arts,  Queen's  Printer,  Toronto,  1970,  Appendix  I,  II  and  III. 
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